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Abstract: In 2015, the American College of Physicians called for research to understand 
the causes of health disparities between LGBT and their heterosexual counterparts. Little 
research focuses on these causes including specific barriers rural men who have sex with 
men (RMSM) face when attempting to access health care.  A total of 209 cisgender MSM 
were recruited from multiple venues to complete an online questionnaire. Participants 
identified if they had received general medical care (GMC) or mental health care (MHC) 
over the past year.  Andersen's (1967) behavioral health model was used to predict 
healthcare utilization, including an addition accounting for rural LGB experiences. A 
logistic regression was conducted to predict GMC and MHC, in the past year (12) and 
during their lifetime (L). All models were significant: for GMC-L (χ2(7) = 72.56, p < 
.001), GMC-12 (χ2(7) = 31.63, p = .003), for MHC-L, (χ2(6) = 41.57, p < .001), and for 
MHC-12 (χ2(6) = 53.26, p < .001).  All models did not show a lack of fit.  For the GMC-
L, ethnicity, education, and HIV status were significant predictors.  No significant 
predictors were present for the GMC-12 model.  Both the MHC-12 and MHC-L models 
had previous mental health diagnosis and disclosure of sexual orientation status as 
significant predictors.  Due to inconsistency among the models for GMC, no pattern of 
barriers predicting use were found.  For MHC, individuals who more openly disclosed 
sexual orientation status were more likely to have used mental health services.  This 
suggests mental health providers are uniquely situated to advocate for their clients in 
helping access medical healthcare.  Implications and limitations to the study are 
discussed. 
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CHAPTER I 
 
 
INTRODUCTION 
The American College of Physicians has recently called for research to 
understand the potential causes of LGBT health disparities that exist when compared to 
their heterosexual counterparts (Daniel & Butkus, 2015).  Policies, procedures, and 
discriminatory practices can create an atmosphere of heteronormativity, and thus a more 
inhospitable climate for nonheterosexual individuals seeking mental and physical health 
care (Butler, 2004; Cahill, 2002; Shankle, Maxwell, Katzman, & Landers, 2003).  The 
stigma of society on nonheterosexual men, regardless of HIV serostatus, leads to poorer 
mental and physical health (Liu & Mustanski, 2012; Meyer, 2003; Meyer, Dietrich, & 
Schwartz, 2008; Mustanski & Liu, 2013). Unfortunately, less than one percent of existing 
research focuses on the disparities of LGBT individuals’ mental and physical health 
(Boehmer, 2002). Most studies addressing minority stress and disparate outcomes among 
nonheterosexual individuals are conducted on urban samples; however, a few studies also 
look at the impact that stigma and minority stress can have on rural samples as well 
(Fisher, Irwin, & Coleman, 2013).  
Information is needed to better understand the barriers that interfere with rural 
gay, bisexual, and other men who have sex with men (MSM) and their usage of mental 
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and physical health care systems.  The current study assessed the barriers to health care 
for rural gay, bisexual, and other MSM using the Andersen’s (1967) Behavioral Health 
Model (BHM).   
Behavioral Health Model  
One way to understand who accesses health care and what barriers exist for others 
in accessing health care is through Andersen’s Behavioral Health Model (BHM; 
Andersen, 1995, 2008; Andersen & Anderson, 1967).  Proposed in the late 1960’s 
(Andersen & Anderson, 1967), the Behavioral Health Model (BHM) was originally 
designed to help facilitate an understanding of why families used health care resources.  
The goal of the model was to help promote equitable access of health care to all families 
by understanding predispositions to using health care and what enables or impedes the 
use of health care services (Andersen, 1995).  The model (See Figure 1) demonstrated 
that a family’s predisposed characteristics, enabling resources, and actual need helped 
explain and predict health care usage (Andersen & Anderson, 1967).   
Several recent studies have used Andersen’s (1967) BHM to better understand 
utilization of health services by LGBT individuals (Andersen, 2008; Datti & Conyers, 
2010; Simpson, Balsam, Cochran, Lehavot, & Gold, 2013).  Using the BHM with sexual 
minority populations, providers can begin to understand what potential barriers exist that 
lead individuals to not access mental and physical health care services.  This 
understanding can then aid providers in developing outreach programs and interventions 
to help underserved populations (Andersen, 1995).  For instance, a study on vocational 
rehabilitation usage by Latino men living with HIV/AIDS, ethnicity (a predisposing 
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characteristic), knowledge of resources (enabling resource), receipt of public benefit 
(enabling resource), confidence to maintain a job (need), and general health perception 
(need) significantly predicted vocational rehabilitation service use (Datti & Conyers, 
2010).   Results indicated that program organizers of the vocational rehabilitation 
services needed to reexamine how knowledge of the resource and why mostly individuals 
who identified ethnicity as Puerto Rican were more likely to use the service than other 
Latino men with HIV/AIDS (Datti & Conyers, 2010).   Another study analyzing Veterans 
Health Administration (VHA) usage by LGB veterans in Washington state also observed 
a significant predictive predisposing characteristic variable (female), a significant 
predictive enabling resource variable (positive service connection), and two significant 
need variables (greater clinical need, non-military GLB related interpersonal trauma) in 
individuals who utilized the VHA for health care (Simpson et al., 2013).  Both studies 
demonstrate how Andersen’s BHM can help identify inequalities in predisposing 
characteristics and enabling variables.  Once identified, existing strategies to reach sexual 
minorities can be augmented or new strategies can be designed and implemented to help 
mitigate the inequalities and increase usage of mental and physical health care services 
by sexual minority populations (Andersen, 1995).   
To evaluate VHA usage by sexual minority veterans, Simpson and colleagues 
(2013) added a fourth block, GLB-related Military Experiences, when conducting their 
study in the state of Washington.  This addition to the model considered three unique 
experiences that GLB veterans faced while in the military that heterosexual veterans did 
not face.  GLB-related Military Experiences included assessing the degree of anxiety 
regarding the need to conceal one’s sexual orientation while in the military, trauma 
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experienced in the military related to their sexual orientation, and presence of stressful 
event designed by military to discover or punish the individual due to sexual orientation. 
Based on a GLB veteran’s unique GLB-related Military Experiences was theorized to 
impact their subsequent usage of the VHA.   
Much like how sexual minority individuals in the military faced increased 
scrutiny for their sexual orientations from their peers in the military, rural individuals 
face similar scrutiny due to their sexual orientation status from their peers in their 
communities (Fisher et al., 2013; Preston et al., 2004; Preston, D'Augelli, Kassab, & 
Starks, 2007).  Nonheterosexual veterans face unique barriers to VHA due to experiences 
specific to being nonheterosexual and a veteran (Simpson et al., 2013), and rural 
nonheterosexual individuals have similar unique barriers related to being nonheterosexual 
and living in a rural environment (Leedy & Connolly, 2008; H. Meyer, 2011; Pickett, 
2010).  Much like in Simpson and colleagues’ (2013) usage of the BHM, an addition to 
the BHM was used to determine if unique factors faced by rural gay, bisexual and other 
MSM also impact the usage of health care.  Using Simpson and colleagues’ (2013) 
addition as a guide (see Figure 2), the BHM was adapted to account for the unique 
experiences of rural gay, bisexual, and other MSM (see Figure 3).  This adaptation to the 
model accounted for additional stressors and obstacles not faced by rural heterosexual 
men who do not have sex with men.  This addition to the BHM helped highlight the 
negative impact the additional stigmas can have on rural gay, bisexual and other MSM’s 
health. 
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Figure 1.  Andersen’s (1967) original Behavioral Health Model 
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Figure 2.  Simpson and colleagues (2013) adapted BHM to account for GLB-related 
factors among GLB veterans 
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Figure 3.  Proposed adapted BHM to account for rural-related factors among rural gay, 
bisexual, and other MSM 
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CHAPTER II 
 
REVIEW OF LITERATURE 
Stigma about Sexual Orientation and HIV Serostatus 
 Research has demonstrated that nonheterosexual individuals experience a greater 
occurrence of mental health problems than their heterosexual counterparts including 
mood disorders, substance use, and suicidal ideation and attempts (e.g., Cochran, 2001; 
Newcomb & Mustanski, 2010).  In the seminal work regarding this phenomenon, Meyer 
(1995, 2003) postulates the mental health disparity can be explained by minority stress.  
Minority stress is “…psychosocial stress derived from minority status.  This concept is 
based on the premise that gay people, like members of other minority groups, are 
subjected to chronic stress related to their stigmatization” (Meyer, 1995, p. 38).  
Numerous researchers demonstrate the increased mood, anxiety, and substance use 
disorders that nonheterosexual individuals suffer based on minority stress as well as the 
mental health disparities that exist among nonheterosexual individuals (e.g., Eaton, 2014; 
Gevonden et al., 2014; Hatzenbuehler et al., 2008; Holloway et al., 2014; Lehavot & 
Simoni, 2011; Shilo & Mor, 2014).    
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Embedded within the nonheterosexual male population are nonheterosexual men 
who are living with HIV.  This population of men not only experience stigma due to their 
sexual orientation, but also due to their HIV-positive serostatus as well (Hubach, Dodge, 
Li, et al., 2015).  Hubach and colleagues (2015) observed participants feeling more 
isolated and separated from other non-heterosexual individuals.  This further division of 
the nonheterosexual community based on HIV-positive serostatus can compound the 
effects of homophobia and societal pressures to conform to the heterosexual narrative 
(Kennedy, 2010; Preston et al., 2004) leading to poorer sexual, emotional, and social 
health (Smit et al., 2012) and increased loneliness and isolation (Hubach, DiStefano, & 
Wood, 2012). 
While research shows that nonheterosexual men experience generalized anxiety, 
depression, and panic associated with the additional stress due to stigma (Hatzenbuehler, 
O’Cleirigh, Mayer, Mimiaga, & Safren, 2011; Lelutiu-Weinberger et al., 2013), those 
living with HIV also have higher rates of post-traumatic stress disorder (PTSD), major 
depressive disorder, and adjustment disorder when compared to the general public (Berg, 
Mimiaga, & Safren, 2004; Bing, Burnam, Longshore, & et al., 2001; Traeger, O’Cleirigh, 
Skeer, Mayer, & Safren, 2012).  HIV treatment adherence is negatively impacted more 
by symptoms from PTSD and depression than from the progression and symptoms of 
HIV (O’Cleirigh, Skeer, Mayer, & Safren, 2009).  Traeger and colleagues (2012) noted 
that nonheterosexual men living with HIV view themselves as less capable than 
nonheterosexual HIV-negative serostatus men in most facets of their lives.  If these men 
are able to access mental health care to address their needs, their physical health and 
adherence to treatments could be improved. 
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However, the research on stigma and minority stress historically has been 
primarily conducted in the US Census areas of the Midwest and Northeast.  The rural 
south in the US has the lowest survival rates of HIV compared to the national average of 
fatality rates in the US (Reif, Wilson, & McAllaster, 2014).  Additionally, according to 
the CDC, 32% of new HIV infection cases were diagnosed in this area even though this 
area only represents 22% of the total US population (Reif, Whetten, Wilson, & Gong, 
2011).  For men who have sex with men, 72% of new infections are accounted for by 
condomless sex and 10% infection is due to either intravenous drug use or having 
condomless sex with someone who was infected via intravenous drug use (CDC, 2012).  
Yet, these men face stigma and shame for not only their HIV-positive serostatus, but their 
sexual orientation as well.  This stigma serves to reduce their social status among other 
individuals solely due to the lack of conformity to society’s script of heteronormativity 
(Goffman, 1963; Meyer, 2003) and the assumption that the individual has done 
something “wrong” since he has tested positive for HIV (Smit et al., 2012).  With this 
disparity in HIV infection rates and fatality rates as well as societal views of 
nonheterosexual individuals in the southern US, a need for research to be conducted on 
barriers to mental and physical health care for rural nonheterosexual individuals exists.  
Research highlighting the reasons for lack of usage of the current health care system can 
help provide information on how to increase access to mental and physical health care for 
this population. 
Disclosing Sexual Orientation Status and/or Behavior 
Compounded with the minority stress of being nonheterosexual is the stress 
associated with the decision to disclose a person’s nonheterosexual orientation. Men who 
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disclose they have sex with men to others often expect to be isolated from friends and 
family members, experience negative mental health outcomes, and possibly attempt 
suicide (Holloway et al., 2014).  This process is known as “coming out.”  When a person 
self-discloses, or “comes out,” this person becomes vulnerable to stigma and negative 
judgment of those individuals he/she chooses to disclose that information (Serovich, 
Grafsky, & Reed, 2010; Walls, Wisneski, & Kane, 2013).   
 Withholding sexual orientation status from a medical or mental health provider 
could prevent a client/patient from receiving specific services if the provider is unaware 
of his sexual orientation (Hollander, 2013).  Thus for effective care to be given, a man 
might need to disclose his sexual orientation and/or behaviors with are his mental and 
physical health care providers.  Research has shown that gay men are more apt to disclose 
their sexual orientation to their healthcare provider if they perceive that provider to be 
gay friendly or nonheterosexual (Klitzman et al., 2007).  While research demonstrates 
most clients/patients would like the conversation about sexual orientation be initiated by 
their provider, they also want to know a clear health related reason for the inquiry (Stein 
& Bonuck, 2001).  Two-thirds of veterans in a recent study reported that their providers 
did not ask about sexual orientation, and 72% do not feel welcomed as LGBT veterans to 
the VA (Sherman, Kauth, Shipherd, & Street, 2014).  With the aging population, the 
amount of Baby Boomers moving into retirement, and the need for increased medical 
care that comes with aging; over half of gay and lesbian Baby Boomers felt health care 
professionals would treat them inappropriately (METLIFE, 2010).    
However, unique challenges are ever-present for individuals who choose to 
disclose sexual orientation to healthcare providers in rural areas, including if that 
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provider is open to providing care and the knowledge of addressing the specific needs of 
a nonheterosexual individual (Fisher et al., 2013; Preston et al., 2007; Safran, Hoover, 
Tao, & Butler, 2013; Yannessa, Reece, & Basta, 2008).  Nonheterosexual orientations are 
not discussed within families or health care as they are in urban settings; and most rural 
nonheterosexual men have lower levels of self-acceptance, are out to fewer family 
members and friends; and are less connected to their communities than their urban 
counterparts (Fisher et al., 2013).  This desire to not disclose to health care providers 
could be due to feared stigmatization by not only family members and friends, but 
healthcare providers as well (Driskell et al., 2010; Yannessa et al., 2008).   
Coping with Stigma  
Nonheterosexual men sometimes cope with the feared stigmatization of family 
members and friends by engaging in HIV-risk related behaviors, including condomless 
sex and drug use (Preston et al., 2007; Shernoff, 2005).  Prior research has shown that 
engaging in unprotected anal intercourse (UAI) can temporarily decrease feelings of 
isolation and loneliness due to stigma (Halkitis, Siconolfi, Fumerton, & Barlup, 2008; 
Hatzenbuehler et al., 2011; Hubach et al., 2012).  Loneliness has also been shown to 
decrease condom use in rural men who have sex with men that are also HIV positive 
(Hubach, Dodge, Li, et al., 2015; Hubach, Dodge, Schick, et al., 2015).  HIV related 
stigma can even discourage men who have sex with men from getting tested for HIV due 
to the stigma from their local community as a whole as well as the gay community if they 
are diagnosed as positive for HIV (Golub & Gamarel, 2013).  Individuals have described 
using drugs to regulate emotions and avoid the feelings of loneliness and isolation (Kelly, 
Bimbi, Izienicki, & Parsons, 2009; McDavitt et al., 2008).  Even when controlling for 
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variables like age and substance use, anxiety due to stigma still impacted individuals to 
engage in condomless sex and drug use (Lelutiu-Weinberger et al., 2013).  The added 
stigma that can isolate rural men and impact their physical and mental health can 
potentially interfere with their use of the health care system.   
Current Study 
 The current study addressed the gap in the literature on unique barriers for 
accessing mental and physical health services by rural gay, bisexual, and other MSM.  
Since the majority of research on nonheterosexual individuals is centered in urban areas, 
this study increased the overall knowledge base of what rural nonheterosexual men 
experience in terms of seeking mental health services and medical care.  Outlined 
research questions are as follows: 
1. Will the proposed BHM (Figure 3) demonstrate unique variables that can predict 
mental health care and medical care usage by rural gay, bisexual, and other 
MSM? 
a. Hypothesis:  The proposed BHM model will have unique variables that 
will predict both prior usage over the past year as well as lifetime usage 
of mental and physical health care facilities. 
2. Does the additional minority stress of being a gay, bisexual, or other MSM 
influence the decision to access rural health care? 
a. Hypothesis:  The Rural Gay, Bisexual, and other MSM Experiences 
variable of the proposed model will influence the prediction of health care 
usage by rural gay, bisexual, and other MSM.  
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3. Does the level of outness of a rural gay, bisexual, or other MSM reduce the 
influence of the Rural Gay, Bisexual, and other MSM Experiences variable in the 
proposed model? 
a. Hypothesis: Open disclosure of sexual orientation and/or sexual behaviors 
will be inversely related to the influence of the Rural Gay, Bisexual, and 
other MSM Experiences variable. 
 
 
. 
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CHAPTER III 
 
 
METHODOLOGY 
 
Participants 
 Participants included gay, bisexual, and other MSM in varying levels of rurality 
recruited from various social and sexual networking sites and applications (e.g., 
Facebook, Craig’s List, Listservs, etc.), flyers posted at local establishments throughout 
the communities that service gay, bisexual, and other MSM, and at local community 
events (e.g., pride festivals, etc.).  Participants had to be at least 18 years of age or older 
to participate in the study.  All efforts to protect confidentiality were taken and no 
specific identifying information of the participants was collected.  Participants who 
completed the entire questionnaire received an Amazon gift card valued at $10.  All 
procedures were reviewed and approved by the affiliated institution’s institutional review 
board to ensure proper treatment of participants throughout the study. 
Procedures 
 Participants completed a set of measurements and demographic information 
utilizing an online survey service (Qualtrics).  The link was provided in all methods of 
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advertisement to ensure anonymity of the participant.  The online questionnaire contained 
an Informed Consent document describing for the participant the purposes of the study 
and, if the participant consented, the participant completed the demographic information 
and measures.  Once the participant completed the online questionnaire, the participant 
was given a link to a separate online questionnaire where the participant provided an 
email address if they chose to receive a gift card.  The information in the study cannot be 
matched with the email addresses provided for the receipt of the gift card so anonymity 
was ensured.  This completed the participant’s participation in the study.  The entire 
study took a participant approximately 30 minutes to complete. 
Measures (see Appendix A) 
The following measures are grouped by factor in the proposed model (see Figure 
3), beginning with the outcome measure, or dependent variable, and then predisposing 
characteristics, enabling resources, need, and gay, bisexual, and other MSM Rural 
experiences.  
Dependent Variable 
Healthcare Utilization.  Participants were asked if they have used any of the 
following services over the past 12 months, and over their lifetime, in accordance with 
Simpson and colleagues’ (2013) study:  General outpatient medical care, specialty 
outpatient medical care, emergency room, inpatient medical care, vision care, dental care, 
individual counseling, group counseling, individual substance use treatment, group 
substance use treatment, inpatient psychiatric care, vocational rehabilitation, social work, 
clergy/chaplain services, other services.   
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Predisposed Characteristics 
 Demographic Information.  Participants reported age, relationship status, gender 
identification, race, and ethnic identities. 
Sexual Orientation and Behaviors.  Research suggests when assessing sexual 
orientation, a multidimensional assessment of sexual orientation that assesses sexual 
identification, sexual behavior, and sexual attraction should be used (Currin, Gibson, & 
Hubach, 2015; Kinsey, 1941; Kinsey, Pomeroy, & Martin, 1948; Klein, Sepekoff, & 
Wolf, 1985; Savin-Williams & Vrangalova, 2013; Vrangalova & Savin-Williams, 2010, 
2012).  Vrangalova and Savin-Williams (2012) recommend assessing self-identified 
sexual orientation by asking one question about sexual orientation, two questions about 
sexual attraction, and two questions about sexual partners.  
Sexual Orientation Identity Label.  For self-identification of sexual orientation, 
participants selected from one of five options (heterosexual, mostly heterosexual, 
bisexual, mostly gay/lesbian, gay/lesbian) from the question “How would you classify 
your sexual orientation?” 
Sexual Attraction. To assess attraction to men, participants selected from a Likert 
scale where they rated from 1 (not at all) to 7 (very much) on the question “How sexually 
attracted are you to men?”  Participants had the same Likert scale to assess attraction to 
women, from the question “How sexually attracted are you to women?”   
Sexual Behavior.  To assess for sexual behavior, the questions “What is the total 
number of male sexual partners you have had?” and “What is the total number of female 
sexual partners you have had?” were provided.  Participants entered the total number of 
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male sexual partners and female sexual partners they had.  A sexual partner was defined 
as someone whom the participant has had any penile-vaginal penetration, oral sex, anal 
sex, and/or mutual masturbation (Vrangalova & Savin-Williams, 2012). 
Gay, Bisexual, or other MSM Health Beliefs.  As in Simpson and colleagues’ 
(2013) study, if a participant endorses not using a service, the participant was asked if the 
reason for not seeking the service is based on his sexual orientation or sexual behaviors.  
Additionally, if participants are using a health care provider, participants were asked if 
they have disclosed their sexual orientation or sexual behaviors to the provider explicitly 
(i.e. “Have you explicitly informed the provider of your sexual orientation and/or your 
sexual behaviors?”) 
Enabling Resources 
 Personal/Family.  In the demographic section of the survey, participants 
indicated their highest level of attained education, income range, confirm whether or not 
they have medical insurance, and have access to VHA services. 
Rurality.  Currently, several techniques exist on assessing the rurality of where a 
participant resides.  In looking at various LGBT related concerns in a rural context, 
researchers have chosen to define rurality based strictly on population (Kennedy, 2010; 
Oswald & Culton, 2003; Oswald & Masciadrelli, 2008), relying on US Census Bureau 
classifications of rural or urban areas (Fisher et al., 2013; Preston et al., 2004; Preston et 
al., 2007; Rowan, Giunta, Grudowski, & Anderson, 2013), and more recently using 
Waldorf’s (2007) Index of Relative Rurality (IRR; Hubach, Dodge, Li, et al., 2015; 
Hubach, Dodge, Schick, et al., 2015).   
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There is an inherent problem in not using a continuous scale like the IRR to 
classify an area’s rurality.  Using discrete labels of rural, urban, metropolitan, 
micropolitan, etc. are delineated based on arbitrary definitions of what is to be classified 
as rural and urban (Waldorf, 2007).  The main concern is the dichotomous classification 
that could be a difference of only 1 person.  The IRR addresses this concern by assigning 
an index value from 0 (most urban) to 1 (most rural) based on four dimensions used in 
rurality measurements, population size, population density, remoteness, and built-up area 
(Waldorf, 2007; Waldorf & Kim, 2015).  Using the IRR allows for a comparison of 
rurality based on subtle differences between areas instead of artificial categories based on 
arbitrary assumptions.  Therefore, to assess a participant’s rurality, the IRR was used by 
asking the participant to provide the county they currently reside.  Then, the IRR value 
associated with the identified county was used. 
Need for Services 
 Prior Conditions.  Prior existing conditions of participants will be assessed in the 
demographic section of the survey.  Participants will be asked to indicate if they have a 
preexisting medical diagnosis that requires ongoing treatment (e.g.,  HIV, diabetes, 
cancer, etc.) and/or a preexisting mental health diagnosis that requires ongoing treatment 
(e.g.,  Bipolar disorder, schizophrenia, etc.). 
Sexual Behavior History (Lifetime and Event Level).  To access lifetime and 
event-level sexual behavior, measures from the National Survey of Sexual Health and 
Behavior (NSSHB) were used.  The NSSHB is a national probability sample of sexual 
behaviors that was given to 5,865 men and women that ranged in ages from 14 to 94 
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(Reece et al., 2010).  Participants indicated if a particular sexual behavior was done in the 
past 30 days, past 90 days, past 12 months, more than 12 months ago, and never.  
Examples of behaviors that were assessed included “A man gave me oral sex” and “I 
shared sex toys with a partner.”   
The NSSHB assessment of sexual behavior is congruent with methods recently 
employed in large samples of populations within the United States.  Notably, event level 
items will be utilized from the NSSHB (Herbenick et al., 2010; Reece et al., 2010) to 
evaluate sexual behavior, condom usage, and event characteristics.  Participants were 
asked to indicate if they have been sexually active in the past 12 months and to report 
sexual activity pertaining to their most recent partner.  This included the HIV serostatus 
(HIV-negative, HIV-positive, HIV-Unknown) of their most recent partner.  An unknown 
HIV serostatus partner encompasses partners who did not know or who did not disclose 
their HIV status at the time of the sexual event.  Similar methods have been employed 
with rural populations (Hubach, Dodge, Li, et al., 2015).   
 Substance Use.  Alcohol use was assessed by the Alcohol Use Disorders 
Identification Test (AUDIT; Saunders, Aasland, Babor, de la Fuente, & Grant, 1993).  
AUDIT is a 10 question measure that assesses drinking consumption, behaviors, and 
alcohol related problems.  The AUDIT correctly identified 92% of individuals with a 
previously diagnosed alcohol related disorder and excluded 94% of individuals who did 
not have an alcohol related disorder (Saunders et al., 1993). 
 Drug use was assessed by the Drug Abuse Screening Test-10 (DAST-10; Maisto, 
Carey, Carey, Gordon, & Gleason, 2000; Yudko, Lozhkina, & Fouts, 2007).  The DAST-
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10 is a 10 question measure designed to assess the usage and problems associated with 
drug abuse.  The DAST-10 has a Cronbach’s alpha ranging from .86 to .94 (Yudko et al., 
2007).  Furthermore, the AUDIT and DAST-10 have been used in conjunction and were 
able to screen individuals as having only alcohol related diagnoses, only drug use 
diagnoses, or dual diagnosis in a clinical population (Maisto et al., 2000).   
 Mental Health.  Depression is one of the most common mental illnesses suffered 
in the general population with a prevalence rate of 4.6% in a national probability sample 
(Hasin, Goodwin, Stinson, & Grant, 2005), and even higher rates in LGBT populations 
(Burns, Ryan, Garofalo, Newcomb, & Mustanski, 2014; Lelutiu-Weinberger et al., 2013; 
Meyer, 1995; Meyer et al., 2008).  So to assess for depression symptoms in the sample, 
the Center for Epidemiological Study of Depression – Revised (CESD-R) questionnaire 
was used (Eaton, Smith, Ybarra, Muntaner, & Tien, 2004).  The CESD-R is a 20 question 
measure where participants answered on a Likert scale from 0 (Not at all) to 4 (Nearly 
every day for 2 weeks) a list of behaviors that the participant might have felt.  Some 
examples were “Nothing made me happy,” and “I wished I were dead.”  The Cronbach’s 
alpha is .92 for the CESD-R. 
 Previous research has highlighted a higher prevalence of post-traumatic stress 
disorder (PTSD) in non-heterosexual populations when compared to the general 
population (e.g.,  Burns et al., 2014; Mustanski, Garofalo, & Emerson, 2010; Traeger et 
al., 2012).  To assess for PTSD, the PTSD Checklist -5 (PCL-5) updated for the 
Diagnostic & Statistical Manual – 5th edition (DSM 5) was used.  The PCL-5 is a 20 item 
measure that has participants rate various symptomology of PTSD from a scale of 0 (Not 
at all) to 4 (Extremely).  Sample questions on the PCL-5 are “In the past month, how 
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much were you bothered by repeated, disturbing, and unwanted memories of the stressful 
experience?” and “In the past month, how much were you bothered by blaming yourself 
or someone else for the stressful experience or what happened after it?”   Forthcoming 
psychometric work is expected to provide validation measures for the PCL-5 (National 
Center for PTSD, 2014).  The PTSD Checklist for civilians (PCL-C) was based on the 
DSM-IV diagnostic criteria for PTSD had an internal consistency α = .94 (Blanchard, 
Jones-Alexander, Buckley, & Forneris, 1996).  The only differences between the PCL-5 
and the PCL-C is the inclusion of three questions to assess for the new diagnostic criteria, 
an adjustment of the Likert scale from 1(not at all) to 5(extremely) to the current 0 (not at 
all) to 4 (extremely).   
GLB Rural Experiences 
 Level of Outness.  To assess the level of disclosure about sexual orientation and 
sexual behaviors as well as the amount of concealment, the Nebraska Outness Scale 
(NOS) was used (Meidlinger & Hope, 2014).  The NOS is a 10-item scale that measures 
both the level of concealment and the level of disclosure regarding a person’s sexual 
orientation and behaviors.  The first five questions of the NOS have the participant rate 
from 0 to 100% in intervals of 10% of how aware the people are of the participant’s 
sexual orientation.  For example, “What percent of the people in your immediate family 
do you think are aware of your sexual orientation?”  The last 5 questions ask the 
participant how often the participant avoids discussing his sexual orientation in the same 
groups based on an 11 point Likert scale with 1 (Never), 6 (Half the Time), and 11 
(Always).  For example, “How often do you avoid talking about topics related to or 
otherwise indicating your sexual orientation with people at your work/school?”   
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The NOS showed both significant convergent validity with the Outness Inventory 
(r = .84), discriminant validity with the Internalize Homophobia Scale (r = -.45), the Gay 
Related Rejection Sensitivity Scale (r = -.20) and predictive validity with the Quality of 
Life Inventory (r = .20) and Social Support Questionnaire (r = .30; for a full review see 
Meidlinger & Hope, 2014).  Since the NOS did not specifically address medical and 
mental health providers or staff, the following groups were included as part of the NOS 
assessment: mental health professionals/counselors/therapists, medical providers/doctors, 
staff other than mental health providers, and staff other than medical providers.   
Community Connectedness.  To measure how involved or connected a person is 
with a community, the community connectedness scale of the Relational Health Indices 
(RHI-C) was used.  The RHI-C has 14 questions where the participant will rate on a 
Likert scale from 1 (Seldom) to 5 (Always) statements that describe how connected a 
person is to the community.  An example of some questions are “I have a greater sense of 
self-worth through my connection to this community,” and “There is a lot of backbiting 
and gossiping in this community.”  The RHI-C has an overall Cronbach’s α = .87 (Liang 
et al., 1998). 
Social Stigma/Rejection.  The Gay-Related Rejection Sensitivity Scale (GRRSS) 
is a 14 item scale that measures an LGB individual’s expectation of rejection by 
heterosexual peers (Pachankis, Goldfried, & Ramrattan, 2008).  The GRRSS has a 
Cronbach’s alpha of .80 (Pachankis & Goldfried, 2010).  Participants rate how anxious 
they would be regarding different scenarios that could be cause social isolation or 
rejection and has the participant rate the situation on a Likert scale from  0(Very 
unconcerned) to 6 (Very concerned) and how likely the result would occur based on 
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sexual orientation 0 (very unlikely) to 6 (very likely).  An example of one of the 14 
scenarios is “You go to a party and you and your partner are the only gay people there.  
No one seems interested in talking to you.”  
 Religious/Spirituality.  To assess the impact religion and/or spirituality may have 
on a person’s life, modified versions of the Daily Spiritual Experiences (DSE; 
Underwood & Teresi, 2002) and the Religious/Spiritual Coping (RSC; Pargament, 
Feuille, & Burdzy, 2011) scales were used.  The modified versions were adapted as 
subscales for a multidimensional measurement of how religion and spirituality can be 
used in health research (Fetzer, 2003). The DSE is designed to measure the impact that 
God (or the divine, the interpretation is up to the participant) has on a person’s experience 
in daily life.  The DSE is a six item measure where participants rank items like “I feel 
God’s presence” from 1 (many times a day) to 6 (never or almost never).  The RSC 
assesses how someone copes religiously or spiritually, and if those coping behaviors are 
reflective of positive or negative experiences with religion/spirituality.  The RSC is a 
seven item measure where participants rank items like “I wonder whether God has 
abandoned me,” from 1 (a great deal) to 4 (not at all). 
Data Analysis 
 Bivariate Analysis.  To ensure there was a difference in the populations for rural 
gay, bisexual and other MSM that utilize health care from those that do not in both the 12 
month interval as well as lifetime utilization models for general medical care and mental 
health care, univariate analysis was conducted.  Independent t-tests or chi-square test of 
independence were used in analysis depending on variable type.  This was done to ensure 
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that the number of variables used in the regression models are reduced to only variables 
that are significantly different, as done in previous work (see Simpson et al., 2013).  An 
alpha level of p < .05 was used to determine significance.   
 Multivariate Analysis.  Hierarchical logistic regressions were conducted to 
determine the relationship for general medical care over the past 12 months (GMC-12), 
general medical care over the life span (GMC-L), mental health care over the past 12 
months (MHC-12), and mental healthcare over the life span (MHC-L).  For each model 
that reliably predicts health care usage, the Wald statistic (p < .05) was used to determine 
significant predictors of each model.    Consistent with previous studies using the BHM 
(Elhai, Grubaugh, Richardson, Egede, & Creamer, 2008; Fasoli, Glickman, & Eisen, 
2010; Simpson et al., 2013) hierarchical regression is chosen so each variable in the 
adapted BHM can be examined separately as well as controlled.  The blocks will be 
entered in the following order:  1) predisposed characteristics, 2) enabling factors, 3) 
perceived need, and 4) gay, bisexual, and rural MSM experiences. 
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CHAPTER IV 
 
 
FINDINGS 
 
Participant Sociodemographics 
 In total 209 cisgender men, who either identified as having a nonheterosexual 
sexual orientation or endorsed having sex with men, participated in the study.  The mean 
age for the sample was 34.6 years (SD 12.2 years).  The majority of the sample identified 
as white (168, 80.4%), having an associate’s degree or some college education (86, 
41.1%), an income between $20,001 and $40,000 (65, 31.1%), and as single/never 
married (70, 33.4%).  Furthermore, most identified as being HIV negative (160, 76.6%), 
having insurance (200, 95.7%), not having been diagnosed with a sexually transmitted 
infection (STI) in the past two years (187, 89.6%), having not been diagnosed with a 
mental illness in the past two years (133, 63.4%), and living in an urban county (105, 
50.2%; see Table 1 for further demographic breakdown).  The majority of the sample 
identified having seen a doctor for general medical care in the past year (144, 68.9%) as 
well as during their lifetime (192, 91.8%). For mental health care usage, 53 (25.4%) 
identified as receiving individual counseling in the past year and 135 (64.5%) identified 
as receiving individual counseling during their lifetime.   
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Table 1.  Demographic Information and Utilization of General Medical and Mental 
Health Care 
  Used Mental Healthcare Used Medical Healthcare 
 Overall Last Year Lifetime Last Year Lifetime 
N 209 53 135 144 192 
Age (SD) 34.6 (12.2) 34.2 (11.5) 35.3 (11.7) 36.1 (12.4) 35.3 (12.3) 
Ethnicity      
     White 168 43 113 119 161 
     American 
Indian/Alaskan Native 
16 2 10 8 12 
     Hispanic/Latino 15 4 5 10 12 
     Asian/Pacific Islander 5 3 4 4 4 
     Black 2 0 2 2 1 
     Other 3 1 1 1 1 
Education Level      
     Less than HS 3 1 2 2 3 
     HS Diploma/GED 33 8 16 17 25 
     Some College 86 20 59 57 77 
     Bachelor’s Degree 50 16 36 37 50 
     Master’s Degree 32 7 19 28 32 
     Doctorate Degree 5 1 3 3 5 
Income Level      
     $10,000 or less 38 8 24 22 31 
     $10,001 to $20,000 32 10 16 20 28 
     $20,001 to $40,000 65 15 43 40 59 
     $40,001 to $60,000 39 11 28 36 39 
     $60,001 to $80,000 12 2 8 9 12 
     Over $80,000 17 4 12 11 17 
     Refuse to Answer 6 3 4 6 6 
Sexual Orientation      
     Bisexual 10 4 8 8 11 
     Mostly Gay 12 2 11 7 0 
     Gay 186 47 116 129 171 
Relationship Status      
     Single, Never Married 70 22 44 51 62 
     In a Committed 
Relationship (not living  
     together) 
28 6 14 17 24 
     In a Domestic 
Partnership (living with  
     committed partner) 
54 13 38 39 51 
     Married 36 10 23 23 35 
     Separated/Divorced/ 
Widowed 
13 1 9 8 13 
     Other 8 1 7 6 7 
HIV Status      
     Negative 160 42 105 109 150 
     Positive 32 6 22 26 31 
     Unknown 17 5 8 9 11 
Insurance (including VHA)      
     Yes 200 48 130 139 183 
     No 9 5 5 5 9 
Reported STI past 2 years      
     Yes 22 7 16 16 20 
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Bivariate Associations for General Medical Care and Mental Health Care 
 The bivariate analysis for variables associated with general medical care during 
the past year and lifetime are in Table 2.  Significant differences in those who used 
general medical care over the past 12 months were associated with age, income, and 
disclosing sexual orientation status.  Significant differences were found for lifetime use 
of general medical care and age, income, ethnicity, education level, and HIV status.   
 Associations for mental health care use in the past 12 months and lifetime for all 
variables are available in Table 3.  The variables of insurance, previous mental health 
diagnosis in the past 2 years, PTSD symptoms reported on the PCL-5, depression 
symptoms reported on the CESD-R, beliefs that one would be rejected based on sexual 
orientation as reported by the GRRSS Belief subscale, and disclosure of sexual 
orientation were associated with mental health care use in the past 12 months.  For 
lifetime use, only the variables of previous mental health diagnosis and disclosure of 
sexual orientation were significant.   
Multivariate Predictors for General Medical Care 
 Lifetime general medical care (GMC-L) was predicted using hierarchical logistic 
regression (χ2(7) = 72.56, p < .001).  Using a general medical provider in one’s lifetime 
     No 187 46 119 128 172 
Diagnosed Mental Illness 
past 2 years 
     
     Yes 76 39 69 55 70 
     No 133 14 66 89 122 
Residence      
     Urban County 105 29 67 76 95 
     Periurban/Rural County 104 24 68 68 97 
29 
 
was predicted by ethnicity, education level and reporting HIV status.  Odds ratios 
demonstrated that reporting a positive HIV status a person was 13% more likely to have 
used medical care in their lifetime (OR = 0.13 [0.03, 0.60], p = .03)  Also, having a 
higher education level (OR = 0.36 [0.15, 0.90], p = .03) and being White (OR = 7.54 
[2.10, 27.02], p = .002) were significant predictors as well.    The Hosmer and Lemesow  
Table 2.  Univariate Analysis of Variables for General Medical Care 
 Lifetime Past Year 
Variables t χ2 df p t χ2 df p 
Predisposed 
Characteristics 
        
     Age 4.74  26 <.001** 2.68  207 .008* 
     Relationship Status  5.66 8 .68  4.87 8 .77 
     Ethnicity  18.04 1 <.001**  1.50 1 .22 
Enabling Resources         
     Income  12.86 6 .04*  17.43 6 .008* 
     Education  20.05 6 .003*  10.90 6 .09 
     Insurance  0.833 1 .36  0.78 1 .37 
     County IRR -1.30  18 .21 -1.59  110 .11 
Need         
     HIV Status  18.61 2 <.001**  4.34 2 .11 
     STI Status  0.03 1 .86  0.17 1 .68 
     Mental Health 
Diagnosis 
 0.09 1 .92  0.67 1 .41 
     AUDIT -0.48  207 .63 -0.07  207 .94 
     DAST -0.20  207 .84 0.26  207 .79 
     PCL-5 -1.30  17 .21 -0.58  207 .56 
     CESD-R -1.63  17 .12 -1.78  107 .08 
Rural MSM Experiences         
     RHI-Community 1.18  207 .24 0.56  207 .57 
     GRRSS-Anxiety -0.33  17 .74 0.55  207 .58 
     GRRSS-Belief -0.77  17 .45 -0.63  103 .53 
     DSE -0.20  205 .85 -0.94  205 .35 
     RSC -1.73  205 .20 -1.31  205 .19 
     NOS-Disclosure 1.88  17 .08 2.31  98 .02* 
     NOS-Concealment -0.44  18 .67 0.50  207 .62 
Note:  Categorical variables had a χ2 test of independence analysis; Ratio and interval 
variables had an independent t-test analysis; * p < .05, **p < .001 
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Table 3.  Univariate Analysis of Variables for Mental Health Care 
 Lifetime Past Year 
Variables t χ2 df p t χ2 df p 
Predisposed 
Characteristics 
        
     Age 1.15  207 .25 -0.25  207 .80 
     Relationship Status  8.45 8 .39  5.49 8 .71 
     Ethnicity  2.67 1 .10  .025 1 .87 
Enabling Resources         
     Income  4.27 6 .64  3.74 6 .71 
     Education  6.98 6 .32  3.40 6 .76 
     Insurance  0.34 1 .56  4.53 1 .03* 
     County IRR -0.10  207 .92 -1.14  207 .26 
Need         
     HIV Status  2.60 2 .27  0.95 2 .62 
     STI Status  0.71 1 .40  0.54 1 .46 
     Mental Health 
Diagnosis 
 25.85 1 <.001**  42.51 1 <.001** 
     AUDIT -0.36  207 .72 0.25  75 .80 
     DAST 0.79  207 .72 1.42  207 .45 
     PCL-5 1.90  207 .06 3.52  76 .001* 
     CESD-R 1.88  207 .06 2.65  207 .009* 
Rural MSM Experiences         
     RHI-Community 0.07  207 .94 -0.54  207 .59 
     GRRSS-Anxiety -0.31  207 .75 1.88  207 .06 
     GRRSS-Belief -0.80  207 .43 2.10  207 .03* 
     DSE -0.22  205 .83 -0.77  205 .44 
     RSC 0.20  205 .85 -0.82  205 .42 
     NOS-Disclosure 3.63  207 <.001** 3.01  207 .003* 
     NOS-Concealment -0.88  207 .38 1.06  207 .29 
Note:  Categorical variables had a χ2 test of independence analysis; Ratio and interval 
variables had an independent t-test analysis; * p < .05, ** p < .01 
Test for the final model indicated there was not a significant lack of fit (χ2(8) = 3.14, p = 
.93).   General medical care use during the past 12 months (GMC-12) was predicted as 
well using hierarchical logistic regression (χ2(7) = 31.63, p = .003), however no 
significant individual predictors were present.  The Hosmer and Lemesow Test for the 
final model also indicated there was not a significant lack of fit (χ2(8) = 7.18, p = .52).  
Table 4 contains all predictors and odds ratios for both models.  The addition of the Rural 
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Gay, Bisexual, and other MSM Experiences block into the model was not significant for 
both lifetime general medical use (χ2(1) = 1.32, p = .25) and for past year general medical 
use (χ2(1) = 2.91, p = .09).  Power for the logistic regression models was determined 
using Peduzzi and colleagues (1996) method.  The total number of participants needed 
for the GMC-12 model was 156, and for the GMC-L model was 875.  There were 209 
total participants.  Therefore, the GMC-12 model had power, but the GMC-L model does 
not have power. 
Multivariate Predictors for Mental Health Care 
 Both the model predicting lifetime mental health care use (MHC-L; χ2(6) = 41.57, 
p < .01)  and past year mental health care use (MHC-12; χ2(6) = 53.26, p < .01) were 
significantly predicted using hierarchical logistic regression.  The Hosmer and Lemesow 
Test for both the MHC-L model (χ2(8) = 6.79, p = .55) and the MHC-12 model (χ2(8) = 
11.48, p = .18) demonstrated there was not a lack of significant fit for the models.  The 
MHC-L model was significantly predicted by the significant predictor of disclosing 
sexual orientation to others as measured by the NOS-Disclosure scale (OR = 0.81 [0.70, 
0.93], p = .005) and by having a previous diagnosis of a mental illness (OR = 0.16 [0.07, 
0.38], p < .001).  Mental health care use in the past year was predicted by the same 
variables:  NOS-Disclosure scale (OR = 0.80 [0.67, 0.96], p = .017) and having a 
diagnosis of a mental illness (OR = 0.15 [0.07, 0.32], p < .001).  Table 5 contains all 
predictors and odds ratios for both models. The addition of the Rural Gay, Bisexual, and 
other MSM Experiences block into the model was significant for both the MHC-L model 
(χ2(2) = 11.06, p = .004) and for the MHC-12 model (χ2(2) = 7.06, p = .03).  The total 
number of participants needed for the MHC-12 model to obtain power based on Peduzzi 
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and colleagues (1996) was 176, and for the MHC-L model was 111.  Both mental health 
use logistic regression models had power. 
Table 4.  Logistic Regression Predictors of Lifetime and Past Year General Medical Care 
Use 
Predictors Lifetime OR (95% CI) Past Year OR (95% CI) 
Predisposing Characteristics   
     Age 0.96 [0.89, 1.04] 0.98 [0.95, 1.01] 
     Ethnicity 7.54 [2.10, 27.01]* 1.33 [0.62, 2.86] 
Enabling Resources   
     Income 0.78 [0.42, 1.45] 0.95 [0.84, 1.07] 
     Education 0.36 [0.15, 0.90]* 0.82 [0.63, 1.06] 
Need   
     HIV Status (Positive) 0.13 [0.03, 0.60]* 0.69 [0.23, 2.03] 
     HIV Status (Unknown) 0.27 [0.02, 3.67] 0.52 [0.13, 2.13] 
Rural Gay, Bisexual, and Other MSM 
Experiences 
  
     Level of Disclosure 0.86 [0.67, 1.11] 0.89 [0.77, 1.02] 
Note:  * p < .05; OR = Odds Ratio; CI = Confidence Interval 
Table 5.  Logistic Regression Predictors of Lifetime and Past Year Mental Health Care 
Use 
Predictors Lifetime OR (95% CI) Past Year OR (95% CI) 
Enabling Resources   
     Having Medical Insurance 0.36 [0.07, 1.84] 2.76 [0.51, 14.91] 
Need   
     Previous Mental Health Diagnosis 0.16 [0.07, 0.38]* 0.45 [0.07, 0.32]* 
     PCL-5 Score 1.00 [0.97, 1.04] 0.98 [0.95, 1.01] 
     CESD-R Score 0.98 [0.96, 1.02] 1.01 [0.98, 1.05] 
Rural Gay, Bisexual, and Other MSM 
Experiences 
  
     Level of Disclosure 0.81 [0.70, 0.94]* 0.80 [0.67, 0.96]* 
     GRRSS-Belief 1.01 [1.00, 1.03] 0.99 [0.97, 1.01] 
Note:  * p < .05; OR = Odds Ratio; CI = Confidence Interval; PCL-5 = PTSD Checklist 
version 5 
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CHAPTER V 
 
 
CONCLUSION 
 
Ilan Meyer, while noting the progress that LGBT individuals have made in terms 
of marriage equality and social acceptance, stated, “Intersections of sexual orientation 
and gender identity by race/ethnicity, gender, socioeconomic status, geographic region, 
religiosity, among others, are the types of social contexts that impact LGBT lives and 
health” (Meyer, 2016, p. 1357).  The purpose of the current study was to examine those 
intersections to determine if any unique barriers existed to accessing healthcare for rural 
gay, bisexual, and other MSM living in Oklahoma by using the BHM. In addition, this 
study strived to determine if adding a block to account for unique rural gay, bisexual, and 
other MSM experiences to Anderson and Andersen’s (1967) behavioral health model 
would significantly influence the decision to seek both medical and mental health care.   
Medical Care Use 
 Bivariate analysis revealed that significant differences among participants were 
present in health care use in the past year as well during their lifetime.  Individuals were 
more likely to use medical care if they were older, reported higher income, and reported 
higher levels of disclosure of their sexual orientation.  For lifetime medical care use, men 
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were more likely to report use if they were older, identified as non-white, had higher 
income and education levels, and tested positive for HIV.  Use of medical services based 
on age (e.g., Klitzman & Greenberg, 2002), ethnicity (Fiscella, Franks, Doescher, & 
Saver, 2002), income levels, education levels (Hadley, 2003), reporting living with HIV 
(CDC, 2011), and screening higher for depression (Alvy, McKirnan, DuBois, Jones, 
Ritchie, & Fingerhut, 2011) are demonstrated in previous research.   
While prior studies have demonstrated that individuals who do not disclose their 
sexual orientation to their providers can prevent them from receiving care indicated for 
MSM (Eliason & Schope, 2001; Hollander, 2013), this study is one of the first to 
demonstrate a significant difference in the use of medical services based on overall 
disclosure of a person’s sexual orientation in their life.  When a man who engages in 
MSM does not disclose his behaviors to his provider, he deprives himself of specific 
medical interventions to keep himself healthy (e.g., PrEP; Eliason & Schope, 2001; 
Hollander, 2013).  This could be demonstrating the impact living in a rural, conservative 
community can have on a nonheterosexual man’s health.   If a man is choosing to not 
seek health care at all based on fears or concerns about disclosing his sexual behaviors, 
then this choice could be a cause of the healthcare disparity in non-heterosexual 
individuals.   
Multivariate analysis on medical care use both in the past year and lifetime was 
inconclusive.  While both models were significant, the MHC-12 model did not have any 
significant unique predictors.  The MHC-L model did have two unique significant 
predictors, but lacked statistical power.  Even with the lack of findings in the multivariate 
analysis, the significant differences in the univariate analysis demonstrated how a 
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person’s uncomfortableness with disclosing his sexual orientation in general, not just to a 
medical provider, can be a barrier to accessing medical health care. 
Mental Health Care Use 
 Bivariate analysis revealed significant differences in mental health care use for 
both lifetime and previous year usage.  Men who had health insurance, a previous mental 
health diagnosis in the past two years, had higher screenings for PTSD and Depression, 
were not as worried about being rejected for being gay, and more openly disclosed their 
sexual orientation were more likely to have used mental health services in the past year.  
For lifetime mental health use, men who were diagnosed in the past 2 years and were 
more open about disclosing their sexual orientation were more apt to have used mental 
health care services.  The minority stress literature (e.g.,  Meyer, 1995) and research 
discussing the mental health disparities among nonheterosexual men when compared to 
their heterosexual peers (Cochran, 2013) frame the findings of having a previous mental 
health diagnosis and reporting higher PTSD and depression symptoms being associated 
with using mental health services.  Alvy and associates (2011) identified that MSM have 
barriers to accessing both mental and physical health care.  The current study identifies 
unique barriers that MSM face when attempting to access mental health care, namely 
believing rejection is based on sexual orientation/behaviors and lack of disclosure of 
sexual orientation.  
Unlike the models for medical care use, both models for mental health care use 
(MHC-12 and MHC-L) were significant and had statistical power.  Both models had the 
same significant predictors, level of disclosure of sexual orientation and having a 
36 
 
previous mental health diagnosis.  The consistent presence in both univariate analysis as 
well as multivariate analysis demonstrate that when predicting mental health care use 
among MSM using the BHM, higher level of disclosure about sexual orientation was 
significantly related to greater mental health care use. 
Overall Findings 
 The first hypothesis that the BHM would have unique variables that predict prior 
use for both mental and medical health care was supported.  Significant differences for 
both medical and mental health care use existed within the participants.  Additionally, the 
hypothesis that open disclosure of sexual orientation and/or sexual behaviors will be 
inversely related to influence of the Rural Gay, Bisexual, and other MSM Experiences 
block in the modified BHM was partially supported.  In both mental health models and in 
the GMC-12 model, disclosure of sexual orientation was inversely related to health care 
use.  The Rural Gay, Bisexual, and other MSM Experiences block of the proposed model 
was hypothesized to influence the prediction of health care usage by rural gay, bisexual, 
and other MSM.  The Rural Gay, Bisexual, and other MSM Experiences block influenced 
the prediction of health care use in all models except the GMC-L model. 
 Previous researchers have documented the higher prevalence rates of health 
disparities that exist among non-heterosexual individuals (e.g., Cochran, 2001; Meyer, 
1995; 2003; Newcomb & Mustanski, 2010).  The overall findings support that both 
medical and mental health care use is influenced by unique experiences that rural gay 
men face.  This is particularly salient in that these findings collectively suggest the 
conservative environment that some gay men find themselves living can be a cause to the 
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disparity in health.  Men living in Oklahoma who do not feel comfortable disclosing their 
sexual orientation also do not seek mental or medical care as often as their counterparts 
who are more open about disclosing their sexual orientation.  Gay, bisexual and other 
MSM who live in the South face a more conservative environment due to controlling 
images about strict definitions of male sexuality based on social norms and religion 
(Barton, 2012; Whitlock, 2013).  Rural individuals who face discrimination in their 
communities for their sexual orientation (Fisher et al., 2013; Preston et al., 2004) may be 
less willing to seek health care for the fear of having to disclose information they are not 
willing to disclose.  This study is one of the first to highlight how lack of disclosing 
sexual orientation in general, not just to providers, can interfere with them seeking mental 
and medical health care. 
Important to note, however, is that while adding the additional block Rural Gay, 
Bisexual, and other MSM Experiences was significant, a participant’s rurality was not a 
significant predictor.  Rurality did not impact the use of mental health or medical services 
either in the past year or during a person’s lifetime.  The lack of difference could be due 
to the relatively conservative environment that permeates the sociopolitical culture of 
Oklahoma, regardless of rurality.  Future research would benefit from determining if 
rurality is an impact for other states with similar sociopolitical cultures like Texas, 
Arkansas, and Kansas. 
Implications  
The current study informs mental health care professionals and health care 
providers about the unique struggles and obstacles that rural gay, bisexual, and other 
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MSM face when attempting to access services.  Many are hesitant to disclose sexual 
minority status (Politi, Clark, Armstrong, McGarry, & Sciamanna, 2009) due to prior 
experiences or possible fear of stigmatization.  The hesitancy to disclose sexual 
orientation or sexual behaviors is best framed in the concept of structural stigma.   
Structural stigma is defined as “societal-level conditions, cultural norms, and 
institutional policies and practices that constrain the opportunities, resources, and well-
being of the stigmatized,” (Oldenburg et al., 2015, p. 838).  Research into structural 
stigma have documented health disparities of nonheterosexual individuals living within 
these environments (Bränström, Hatzenbuehler, Pachankis, & Link, 2016; Link & 
Hatzenbuehler, 2016; Oldenburg et al., 2015).  Specifically, Bränström and colleagues’ 
(2016) findings on structural stigma highlight unequal access to mental health care and 
medical care as a main underlying cause to the existing health disparities.   
The results from the current study demonstrate the impact structural stigma may 
be having on men who have sex with men in Oklahoma.  Previous research shows that 
anxiety about rejection based on disclosure of sexual orientation and identifying with the 
gay community can lead to sexual risk taking behaviors (e.g.,  Preston, et al., 2004), 
higher mental health concerns like depression (e.g.,  Cochran, 2001; Link & 
Hatzenbuehler, 2016; Newcomb & Mustanski, 2010), and increased drug use (e.g., 
Lelutiu-Weinberger, et al., 2013).  Individuals tend to use avoidance as a strategy of 
coping with potential stigmatization when they have previously experienced it (McDavitt, 
et al., 2008).  Participants in the current study may be avoiding disclosing sexual 
orientation and sexual behaviors based on previous negative experiences. Therefore, the 
unique social milieu of living in a rural, conservative location creates a unique barrier to 
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accessing services.  If individuals are not seeking mental health care or medical care due 
to fear of disclosing sexual orientation, then providers are unable to address these 
concerns and help alleviate the disparity that exists in health care. 
Mental health providers are uniquely positioned to advocate for rural gay, 
bisexual, and other MSM due to mental health providers’ willingness to have 
conversations around sexual health and sexual minority status.  Rural LGBT mental 
health is heavily influenced by the sociocultural environment as well as the presence or 
lack of LGBT social support groups (Willging, Salvador, & Kano, 2006).  Due to the 
potential isolation, mental health providers helping sexual minority men locate 
welcoming and friendly providers (Klitzman & Greenberg, 2002; Sherman et al., 2014) 
can help ensure that their clients receive services they might not otherwise receive if their 
sexual minority status is not known (Hollander, 2013) including information about HIV 
testing, PrEP, and local and community support groups.  Counselors can help gay men 
navigate the culture of medicine of doctors and other health care providers who do not 
discuss client sexuality and sexual behaviors (Beehler, 2001; Mosack, Brouwer, & 
Petroll, 2013).  Furthermore, counselors can provide training for providers of LGBT 
mental and medical care on how to promote the openness of their practices to facilitate 
confidential disclosure of sexual orientation within these practices to ensure proper care 
(Whitehead, Shaver, & Stephenson, 2016). 
Research on mental health interventions for rural LGBT populations is sparse.  A 
recent study describing the implementation of a program in rural New Mexico, called 
“LGBTQ Peer Advocate Intervention Program,” was designed to train lay people from 
rural LGBTQ communities to connect individuals in need with pro-LGBTQ affirming 
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services (Willging et al., 2016).  Training peers to help connect isolated individuals from 
supportive, affirming communities can help reduce the health disparities that currently 
exist (Willging et al., 2006).  Rural individuals in Oklahoma may benefit from the 
development of a similar program.  Individuals in rural communities are aware of their 
healthcare needs and the barriers preventing them from seeking care.  Research looking 
into how to help facilitate the care is necessary to understand how the specific 
sociocultural aspects of a given location influence help seeking behaviors for rural LGBT 
individuals (Kano, Silva-Bañuelos, Sturm, & Willging, 2016).        
The results of the current study demonstrate the harm policy makers and 
advocates for anti-LGBT legislation can unintentionally cause when policies stigmatize 
LGBT individuals.  Before the Obergefell v. Hodges (2015) decision on marriage 
equality, LGBT individuals living in states that specifically banned same-sex marriage 
demonstrated a 37% increase in mood disorders, 42% increase in alcohol use, and a 
248% increase in generalized anxiety disorder compared to LGBT individuals living in 
states with no bans (Link & Hatzenbuehler, 2016). After Massachusetts became the first 
state to allow same-sex marriage, there was a 15% decrease in costs associated with 
mental and medical health care among LGBT individuals (Hatzenbuehler, O’Cleirigh, 
Grasso, Mayer, Safren, & Bradford, 2012). 
Recent legislation passed in Tennessee allowing mental health providers to refer 
clients to other providers based on sexual orientation (Protecting, 2016) raises concerns 
again about how structural stigma will impact LGBT clients seeking mental health 
services in the state.  When policies are disaffirming to LGBT individuals, the increase in 
actual and perceived stigma from providers can create barriers for service (Whitehead et 
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al., 2016).  If a person fears stigma from disclosing sexual orientation and policies that 
allow providers to refuse service based on sexual orientation, non-heterosexual 
individuals may be less inclined to seek out mental or medical health care.  The perceived 
heterosexist care environment thus perpetuates the healthcare disparity that exists for 
LGBT individuals.  The ability to predict mental health care use based on disclosure of 
sexual orientation in the current sample demonstrates how this barrier can impact health.   
Limitations 
 As in all studies, several limitations in this study are present.  One is the sample 
collected was a convenience sample, and not a random sample.  Underrepresented 
populations are difficult to reach due to a multitude of reasons.  In the current study, 
access to the population being researched was hindered by location and level of 
disclosure about sexual orientations and behavior.  In instances of hard to reach 
populations, convenience sampling via the internet is an efficient and cost effective way 
to access these hidden populations (Bowen, 2005; Mathy, Schillace, Coleman, & 
Berquist, 2002).    
Another limitation was the population sample primarily came from rural 
Oklahoma.  This could impact the generalizability of the study to the entire rural gay, 
bisexual, and other MSM population.  However, in line with the land grant status of 
Oklahoma State University, it is important to follow the mission of OSU by advancing 
the quality of life of Oklahomans.  Very few studies look at mental and physical health 
access of rural gay, bisexual, and other MSM, so the information from this study helps to 
inform future studies looking at rural sexual minority populations and health care access.  
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While these findings are generalizable to other rural areas around Oklahoma (e.g., rural 
areas in Texas, Kansas, Arkansas) Future studies looking at health care disparities in 
other rural areas of the United States are warranted. 
How long term medical care was assessed is also a limitation to the current study.  
We asked individuals if they had ever received any medical care in their lifetime, and 
91.8% of respondents reported that they indeed had.  However, this could have included 
seeing a medical doctor as a child or before they began engaging in sex with men.  A 
better way to assess the general medical care question would have been to add a time 
limit to the question, possibly assessing the past 10 years.  Furthermore, a better 
assessment of a previous medical condition was needed and other than HIV, was not 
assessed in this study.  With a mean age of 34.9, participants in this study might be seeing 
medical providers for chronic medical conditions and this study did not capture that 
information.  
Conclusion 
 These limitations notwithstanding, the current study adds to the knowledge of 
healthcare disparities that exist for gay men.  Few studies address the barriers to both 
mental and medical health care rural gay men face when attempting to access services.  
This study highlights the importance of establishing a welcoming and nonjudgmental 
environment to ensure rural gay, bisexual, and other MSM living in Oklahoma feel safe 
when seeking mental and medical health care.  This study adds to the literature of LGBT 
health care disparities by highlighting the impact living in predominantly conservative 
environment can have on a person’s mental and physical healthcare use.  Individuals who 
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did not disclose their sexual orientation or same-sex behaviors to friends and family 
members were less likely to use mental or medical health care services.  Counselors and 
doctors need to ensure that their policies and office environments are welcoming and 
accepting of all sexual orientations.  Outreach organizations that engage in outreach to 
rural LGBT individuals need to be cognizant that not all LGBT individuals may have 
openly disclosed their non-heteronormative orientations.   In order to access and help 
these hard to reach populations, it is imperative that these outreach organizations and 
providers that seek to provide care do not inadvertently force disclosure of a client’s 
orientation.  The current study demonstrates the need to consider the current 
sociopolitical climate specific to areas where individuals live when creating interventions 
and outreach programs to lessen the disparity that exists in health among all LGBT 
individuals.
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APPENDIX A 
EXTENDED LITERATURE REVIEW  
The American College of Physicians has recently called for research to 
understand the potential causes of LGBT health disparities that exist when compared to 
their heterosexual counterparts (Daniel & Butkus, 2015).  Policies, procedures, and 
discriminatory practices can create an atmosphere of heteronormativity, and thus a more 
inhospitable climate for nonheterosexual individuals seeking mental and physical health 
care (Butler, 2004; Cahill, 2002; Shankle, Maxwell, Katzman, & Landers, 2003).  The 
stigma of society on nonheterosexual men, regardless of HIV serostatus, leads to poorer 
mental and physical health (Liu & Mustanski, 2012; I. H. Meyer, 2003; I. H. Meyer, 
Dietrich, & Schwartz, 2008; Mustanski & Liu, 2013). Unfortunately, less than one 
percent of existing research focuses on the disparities of LGBT individuals’ mental and 
physical health (Boehmer, 2002). 
Most studies addressing minority stress and disparate outcomes among 
nonheterosexual individuals are conducted on urban samples; however, a few studies also 
look at the impact that stigma and minority stress can have on rural samples as well 
(Fisher, Irwin, & Coleman, 2013).  
Information is needed to better understand the barriers that interfere with rural gay, 
bisexual, and other men who have sex with men (MSM) and their usage of mental and 
physical health care systems.  In this extended literature review, research is presented 
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discussing the various aspects of stigma facing gay, bisexual and other men who have sex 
with men. 
Stigma about Sexual Orientation and HIV Serostatus 
 Research has demonstrated that nonheterosexual individuals experience a greater 
occurrence of mental health problems than their heterosexual counterparts including 
mood disorders, substance use, and suicidal ideation and attempts (e.g., Cochran, 2001; 
Newcomb & Mustanski, 2010).  In the seminal work regarding this phenomenon, Meyer 
(1995, 2003) postulates the mental health disparity can be explained by minority stress.  
Minority stress is “…psychosocial stress derived from minority status.  This concept is 
based on the premise that gay people, like members of other minority groups, are 
subjected to chronic stress related to their stigmatization” (Meyer, 1995, p. 38).  
Numerous researchers demonstrate the increased mood, anxiety, and substance use 
disorders that nonheteorsexual individuals suffer based on minority stress as well as the 
mental health disparities that exist among nonheterosexual individuals (e.g., Eaton, 2014; 
Gevonden et al., 2014; Hatzenbuehler et al., 2008; Holloway et al., 2014; Lehavot & 
Simoni, 2011; Shilo & Mor, 2014).   
Embedded within the nonheterosexual male population are nonheterosexual men 
who are living with HIV.  This population of men not only experience stigma due to their 
sexual orientation, but also due to their HIV-positive serostatus as well (Hubach, Dodge, 
Li, et al., 2015).  Hubach and colleagues (2015) observed participants feeling more 
isolated and separated from other non-heterosexual individuals.  This further division of 
the nonheterosexual community based on HIV-positive serostatus can compound the 
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effects of homophobia and societal pressures to conform to the heterosexual narrative 
(Kennedy, 2010; Preston et al., 2004) leading to poorer sexual, emotional, and social 
health (Smit et al., 2012) and increased loneliness and isolation (Hubach, DiStefano, & 
Wood, 2012). 
While research shows that nonheterosexual men experience generalized anxiety, 
depression, and panic associated with the additional stress due to stigma (Hatzenbuehler, 
O’Cleirigh, Mayer, Mimiaga, & Safren, 2011; Lelutiu-Weinberger et al., 2013), those 
living with HIV also have higher rates of post-traumatic stress disorder (PTSD), major 
depressive disorder, and adjustment disorder when compared to the general public (Berg, 
Mimiaga, & Safren, 2004; Bing, Burnam, Longshore, & et al., 2001; Traeger, O’Cleirigh, 
Skeer, Mayer, & Safren, 2012).  HIV treatment adherence is negatively impacted more 
by symptoms from PTSD and depression than from the progression and symptoms of 
HIV (O’Cleirigh, Skeer, Mayer, & Safren, 2009).  Traeger and colleagues (2012) noted 
that nonheterosexual men living with HIV view themselves as less capable than 
nonheterosexual HIV-negative serostatus men in most facets of their lives.  If these men 
are able to access mental health care to address their needs, their physical health and 
adherence to treatments could be improved. 
However, the research on stigma and minority stress historically has been 
primarily conducted in the US Census areas of the Midwest and Northeast.  The rural 
south in the US has the lowest survival rates of HIV compared to the national average of 
fatality rates in the US (Reif, Wilson, & McAllaster, 2014).  Additionally, according to 
the CDC, 32% of new HIV infection cases were diagnosed in this area even though this 
area only represents 22% of the total US population (Reif, Whetten, Wilson, & Gong, 
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2011).  For men who have sex with men, 72% of new infections are accounted for by 
condomless sex and 10% infection is due to either intravenous drug use or having 
condomless sex with someone who was infected via intravenous drug use (CDC, 2012).  
Yet, these men face stigma and shame for not only their HIV-positive serostatus, but their 
sexual orientation as well.  This stigma serves to reduce their social status among other 
individuals solely due to the lack of conformity to society’s script of heteronormativity 
(Goffman, 1963; I. H. Meyer, 2003) and the assumption that the individual has done 
something “wrong” since he has tested positive for HIV (Smit et al., 2012).  With this 
disparity in HIV infection rates and fatality rates as well as societal views of 
nonheterosexual individuals in the southern US, a need for research to be conducted on 
barriers to mental and physical health care for rural nonheterosexual individuals exists, 
especially in the South.  Research highlighting the reasons for lack of usage of the current 
health care system can help provide information on how to increase access to mental and 
physical health care for this population. 
With an increase in HIV-risk related behaviors associated with stigma 
experienced by nonheterosexual men, mental health professionals must be involved in 
both HIV related care and HIV prevention strategies.  Involvement by mental health 
professionals can help ensure treatment effectiveness and adherence by individuals who 
are living with HIV as well as empowering nonheterosexual clients to initiate 
conversations with healthcare providers about HIV prevention (Driskell et al., 2010; Lu, 
2015; Underhill, Morrow, Operario, & Mayer, 2014; Underhill, Operario, Skeer, 
Mimiaga, & Mayer, 2010).   
Disclosing Sexual Orientation Status and/or Behavior 
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Compounded with the minority stress of being nonheterosexual is the stress 
associated with the decision to disclose a person’s nonheterosexual orientation. Men who 
disclose they have sex with men to others often expect to be isolated from friends and 
family members, experience negative mental health outcomes, and possibly attempt 
suicide (Holloway et al., 2014).  This process is known as “coming out.”  When a person 
self-discloses, or “comes out,” this person becomes vulnerable to stigma and negative 
judgment of those individuals he/she chooses to disclose that information (Serovich, 
Grafsky, & Reed, 2010; Walls, Wisneski, & Kane, 2013). 
  Withholding sexual orientation status from a medical or mental health provider 
could prevent a client/patient from receiving specific services if the provider is unaware 
of his sexual orientation (Hollander, 2013).  Thus for effective care to be given, a man 
might need to disclose his sexual orientation and/or behaviors with are his mental and 
physical health care providers.  Research has shown that gay men are more apt to disclose 
their sexual orientation to their healthcare provider if they perceive that provider to be 
gay friendly or nonheterosexual (Klitzman et al., 2007).  While research demonstrates 
most clients/patients would like the conversation about sexual orientation be initiated by 
their provider, they also want to know a clear health related reason for the inquiry (Stein 
& Bonuck, 2001).  Two-thirds of veterans in a recent study reported that their providers 
did not ask about sexual orientation, and 72% do not feel welcomed as LGBT veterans to 
the VA (Sherman, Kauth, Shipherd, & Street, 2014).  With the aging population, the 
amount of Baby Boomers moving into retirement, and the need for increased medical 
care that comes with aging; over half of gay and lesbian Baby Boomers felt health care 
professionals would treat them inappropriately (METLIFE, 2010).    
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However, unique challenges are ever-present for individuals who choose to 
disclose sexual orientation to healthcare providers in rural areas, including if that 
provider is open to providing care and the knowledge of addressing the specific needs of 
a nonheterosexual individual (Fisher et al., 2013; Preston et al., 2007; Safran, Hoover, 
Tao, & Butler, 2013; Yannessa, Reece, & Basta, 2008).  Nonheterosexual orientations are 
not discussed within families or health care as they are in urban settings; and most rural 
nonheterosexual men have lower levels of self-acceptance, are out to fewer family 
members and friends; and are less connected to their communities than their urban 
counterparts (Fisher et al., 2013).  This desire to not disclose to health care providers 
could be due to feared stigmatization by not only family members and friends, but 
healthcare providers as well (Driskell et al., 2010; Yannessa et al., 2008).  The Gay and 
Lesbian Medical Association reported 67% of health care providers knew someone who 
received less than optimal care, and 52% of their colleagues had either denied or 
provided less than optimal care based on the patients’ disclosure or perception by the 
staff of the patients’ sexual orientation (Stein & Bonuck, 2001).  
Coping with Stigma  
Nonheterosexaul men sometimes cope with the feared stigmatization of family 
members and friends by engaging in HIV-risk related behaviors, including condomless 
sex and drug use (Preston et al., 2007; Shernoff, 2005).  Prior research has shown that 
engaging in unprotected anal intercourse (UAI) can temporarily decrease feelings of 
isolation and loneliness due to stigma (Halkitis, Siconolfi, Fumerton, & Barlup, 2008; 
Hatzenbuehler et al., 2011; Hubach et al., 2012).  Loneliness has also been shown to 
decrease condom use in rural men who have sex with men that are also HIV positive 
71 
 
(Hubach, Dodge, Li, et al., 2015; Hubach, Dodge, Schick, et al., 2015).  HIV related 
stigma can even discourage men who have sex with men from getting tested for HIV due 
to the stigma from their local community as a whole as well as the gay community if they 
are diagnosed as positive for HIV (Golub & Gamarel, 2013).  Individuals have described 
using drugs to regulate emotions and avoid the feelings of loneliness and isolation (Kelly, 
Bimbi, Izienicki, & Parsons, 2009; McDavitt et al., 2008).   Even when controlling for 
variables like age and substance use, anxiety due to stigma still impacted individuals to 
engage in condomless sex and drug use (Lelutiu-Weinberger et al., 2013).  The added 
stigma that can isolate rural men and impact their physical and mental health can 
potentially interfere with their use of the health care system. 
One fear of men who have sex with men and who have not disclosed this desire is 
the fear that they will be discovered.  One study in 2008 demonstrated that behaviorally 
bisexual men in a committed relationship with a woman might only engage in sex with 
men when they can no longer abstain from it, and do so without wearing a condom or 
using some other form of protection (Siegel, Schrimshaw, Lekas, & Parsons, 2008).  Fear 
of discovery is not the only reason a person chooses to not wear a condom.  Another 
reason could be due to fear of rejection or reduction of intimacy as explained by rejection 
sensitivity theory.  Rejection sensitivity theory posits individuals who experience stigma 
as a form of rejection and develop other coping skills to reduce rejection in the future 
(Pachankis, 2007; Pachankis et al., 2008).  So if a person who has struggled to find a 
same-sex individual to have sex with also perceives that the person will reject them if 
they choose to use a condom, then they will make the choice to not use a condom as a 
strategy to avoid rejection (Starks, Payton, Golub, Weinberger, & Parsons, 2014). 
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Behavioral Health Model  
One way to understand who accesses health care and what barriers exist for others 
in accessing health care is through Andersen’s Behavioral Health Model (BHM; 
Andersen, 1995, 2008; Andersen & Anderson, 1967).  Proposed in the late 1960’s 
(Andersen & Anderson, 1967), the Behavioral Health Model (BHM) was originally 
designed to help facilitate an understanding of why families used health care resources.  
The goal of the model was to help promote equitable access of health care to all families 
by understanding predispositions to use health care and what enables or impedes their use 
of health care services (Andersen, 1995).  The model (See Figure 1) demonstrated that a 
family’s predisposed characteristics, enabling resources, and actual need helped explain 
and predict health care usage (Andersen & Anderson, 1967).   
Several recent studies have used Andersen’s (1967) BHM to better understand 
utilization of health services by LGBT individuals (Andersen, 2008; Datti & Conyers, 
2010; Simpson, Balsam, Cochran, Lehavot, & Gold, 2013).  Using the BHM with sexual 
minority populations, providers can begin to understand what potential barriers exist that 
lead individuals to not access mental and physical health care services.  This 
understanding can then aid providers in developing outreach programs and interventions 
to help underserved populations (Andersen, 1995).  For instance in a study on vocational 
rehabilitation usage by Latino men living with HIV/AIDS, ethnicity (a predisposing 
characteristic), knowledge of resources (enabling resource), receipt of public benefit 
(enabling resource), confidence to maintain a job (need), and general health perception 
(need) significantly predicted vocational rehabilitation service use (Datti & Conyers, 
2010).   Results indicated that program organizers of the vocational rehabilitation 
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services needed to reexamine how knowledge of the resource and why mostly individuals 
who identified ethnicity as Puerto Rican were more likely to use the service than other 
Latino men with HIV/AIDS (Datti & Conyers, 2010).  Another study analyzing Veterans 
Health Administration (VHA) usage by LGB veterans in Washington state also observed 
a significant predictive predisposing characteristic variable (female), a significant 
predictive enabling resource variable (positive service connection), and two significant 
need variables (greater clinical need, non-military GLB related interpersonal trauma) in 
individuals who utilized the VHA for health care (Simpson et al., 2013).  Both studies 
demonstrate how Andersen’s BHM can help identify inequalities in predisposing 
characteristics and enabling variables.  Once identified, existing strategies to reach sexual 
minorities can be augmented or new strategies can be designed and implemented to help 
mitigate the inequalities and increase usage of mental and physical health care services 
by sexual minority populations (Andersen, 1995).   
To evaluate VHA usage by sexual minority veterans, Simpson and colleagues 
(2013) proposed adding a specific variable, GLB-related Military Experiences, when 
conducting their study in the state of Washington.  This addition to the model considered 
three unique experiences that GLB veterans faced while in the military that other veterans 
did not face.  GLB-related Military Experiences included assessing the degree of anxiety 
regarding the need to conceal one’s sexual orientation while in the military, trauma 
experienced in the military related to their sexual orientation, and presence of stressful 
event designed by military to discover or punish the individual due to sexual orientation. 
Based on a GLB veteran’s unique GLB-related Military Experiences was theorized to 
impact their subsequent usage of the VHA.   
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Much like how sexual minority individuals in the military faced increased 
scrutiny for their sexual orientations from their peers in the military, rural individuals 
face similar scrutiny due to their sexual orientation status from their peers in their 
communities (Fisher et al., 2013; Preston et al., 2004; Preston, D'Augelli, Kassab, & 
Starks, 2007).  Nonheterosexual veterans face unique barriers to VHA due to experiences 
specific to being nonheterosexual and a veteran (Simpson et al., 2013),  and rural 
nonheterosexual individuals have similar unique barriers related to being nonheterosexual 
and living in a rural environment (Leedy & Connolly, 2008; H. Meyer, 2011; Pickett, 
2010).  In the current proposed study, much like in Simpson and colleagues’ (2013) usage 
of the BHM, an addition to the BHM will be used to determine if unique factors faced by 
rural gay, bisexual and other MSM also impact the usage of health care.  Using Simpson 
and colleagues’ (2013) addition as a guide (see Figure 2), the BHM will be adapted to 
account for the unique experiences of rural gay, bisexual, and other MSM (see Figure 3).  
This adaptation to the model will account for additional stressors and obstacles not faced 
by rural heterosexual men who do not have sex with men.  This addition to the BHM will 
help highlight the negative impact the additional stigmas can have on rural gay, bisexual 
and other MSM’s health. 
Assessing Sexual Orientation  
Since the late 1880’s when research about sexual orientation began to appear in 
print, researchers have debated about how to effectively assess sexual orientation Asking 
a person to select from a list of categorical labels (e.g.,  heterosexual, gay/lesbian, 
bisexual) is one of the most common methods utilized by researchers (e.g., Blanchard & 
Bogaert, 1996; Blanchard, Zucker, Bradley, & Hume, 1995); however, self-identification 
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of sexual orientation fails to consider multiple dimensions of sexual orientation (Kinsey, 
1941; Kinsey et al., 1948; Klein et al., 1985; Vrangalova & Savin-Williams, 2010).  
Kinsey Scale.  One of the first widely accepted measures developed to address 
the challenge of defining sexual orientation was the Kinsey Scale (Kinsey, 1941; Kinsey 
et al., 1948).  The Kinsey Scale strived to not classify sexual orientation into discrete 
categorical labels and instead attempted to measure sexual orientation on a continuum of 
desire for sexual attraction, behavior, and fantasy.  The Kinsey scale was a continuous 
scale numbered from 0 (heterosexual only) to 6 (homosexual only).  Based on an 
interview designed to assess a person’s sexual behavior and fantasy, the researcher 
assigned the person a number on the continuum (Kinsey, 1941; Kinsey et al., 1948). 
The Kinsey Scale advanced the assessment of sexual orientation by being the first 
widely accepted scale to attempt to consider multiple dimensions of a person’s sexual 
orientation (Kinsey, 1941; Kinsey et al., 1948).  Kinsey’s scale allowed for a more 
sensitive and dynamic measurement process encompassing the person’s 
phenomenological experience and did not force a person into a specific label and allowed 
consideration of sexual behavior and fantasy as important constructs relating to a 
person’s sexual orientation (Kinsey, 1941; Kinsey et al., 1948).   
 Klein Sexual Orientation Grid.  The Klein Sexual Orientation Grid (KSOG) 
built upon the concepts of Kinsey’s work by assessing additional dimensions of sexual 
orientation. Klein also considered a person’s life span when measuring sexual orientation 
(Klein et al., 1985).  The KSOG measures sexual orientation across seven dimensions 
(sexual attraction, sexual behavior, sexual fantasies, emotional preference, social 
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preference, self-identification, and lifestyle) in the participant’s past, present, and what 
the participant considers ideal.   
The KSOG added to the understanding of sexual orientation by demonstrating 
over a person’s life time, some people’s sexual orientation changes and therefore have 
multiple sexual orientations in different dimensions and at different points in life (Klein 
et al., 1985).   However, some of the main criticisms of the KSOG is not all the factors 
assessed impacted the participant’s sexual orientation.   
  Contemporary Approaches.  Horowitz and Newcomb (2001) challenge the 
notion that one model exists that explains all non-heterosexual orientations.  Stage 
models fail to capture all the complexities that comprise human behavior making 
identification of concrete stages of sexual orientation development difficult.  
Developmental models tend to be overly simplistic, linear in explanation of etiology, and 
assume the outcome of the model is homosexual realization (Horowitz & Newcomb, 
2001).  Emerging research challenging paradigms of current assumptions of sexual 
orientation research argue attraction, behavior, and identification to same sex sexual 
partners and opposite sex sexual partners are not two opposite end points on the same 
continuum.  Instead, two continuums (same sex & opposite sex) exist with the endpoints 
of nonexistent to strongly present (Vrangalova & Savin-Williams, 2010, 2012).  This 
paradigm shift in assessment of sexual orientation enables researchers to capture the 
breadth and complexity of participants’ experienced sexual orientation. 
Experienced Sexual Orientation.  Participants who self-identify as one sexual 
orientation but exhibit behaviors and attractions of another sexual orientation have one of 
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two explanations.  The first could be a result of the inaccurate assumptions associated 
with distinct labels of sexual orientation (e.g., Diamond, 1998; Diamond, 2000; Kinsey et 
al., 1948; Worthington & Reynolds, 2009).  However, another issue could be the 
individual’s expressed sexual orientation is different from the person’s experienced 
sexual orientation (Worthington & Reynolds, 2009).  Operationally defined, experienced 
sexual orientation is the sexual orientation of a participant that best reflects the breadth 
and complexity of his/her unique experience with sexual orientation. 
A person’s expressed sexual orientation is the public expression of a person’s 
sexual orientation.  Typically, it is the particular label (homosexual, heterosexual, 
bisexual) a person endorses when asked to identify his/her sexual orientation.  This is 
different from sexual attraction, which refers to specific stimuli causing a person to have 
a physiological sexual arousal response.   Sometimes a person will express a sexual 
orientation not in congruence with his/her experienced sexual orientation (Worthington & 
Reynolds, 2009). 
Many obstacles exist on why a person would choose to identify his/her actual 
sexual orientation.  Society has traditionally looked down upon those identifying sexual 
orientation as anything other than heterosexual (Cass, 1979; Schrimshaw, Siegel, 
Downing, & Parsons, 2013).  A person disclosing his/her experienced sexual orientation 
has to face a myriad of ramifications with the release of a person’s experienced sexual 
orientation if it is not heterosexual (Worthington & Reynolds, 2009).   So, a person can 
choose an expressed sexual orientation, or what he/she publicly acknowledges.  However, 
a person has no choice in his/her experienced sexual orientation, which is often 
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comprised of a person’s self-identification, sexual attraction, and sexual behaviors 
(Horowitz & Newcomb, 2001; Vrangalova & Savin-Williams, 2010, 2012). 
Rurality 
 Currently, several techniques exist on assessing the rurality of where a participant 
resides.  In looking at various LGBT related concerns in a rural context, researchers have 
chosen to define rurality based strictly on population (Kennedy, 2010; Oswald & Culton, 
2003; Oswald & Masciadrelli, 2008), relying on US Census Bureau classifications of 
rural or urban areas (Fisher et al., 2013; Preston et al., 2004; Preston et al., 2007; Rowan 
et al., 2013), and more recently using Waldorf’s (2007) Index of Relative Rurality (IRR; 
Hubach, Dodge, Li, et al., 2015; Hubach, Dodge, Schick, et al., 2015).  There is an 
inherent problem in not using a continuous scale like the IRR to classify an areas rurality.  
Using discrete labels of rural, urban, metropolitan, etc. are delineated based on arbitrary 
definitions of what is to be classified as rural and urban (Waldorf, 2007).  Often round 
numbers based on total population or population on used, and the same criteria that is 
used to classify rurality in a populous area (e.g., New York) are the same as used in a less 
populous area (e.g., Montana; Waldorf & Kim, 2015).  The main concern is the 
dichotomous classification that could be a difference of only 1 person.  Is there really a 
difference between a town classified as suburban with 10,000 people when compared to a 
town classified as rural with 9,999 people?  The IRR addresses this concern by assigning 
an index value from 0 (most urban) to 1 (most rural) based on four dimensions used in 
rurality measurements, population size, population density, remoteness, and built-up area 
(Waldorf, 2007; Waldorf & Kim, 2015).  Using the IRR allows for a comparison of 
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rurality based on subtle differences between areas instead of artificial categories based on 
arbitrary assumptions.
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APPENDIX B 
 
INFORMED CONSENT DOCUMENT 
 
IRB STUDY # ED-15-136 
 
OKLAHOMA STATE UNIVERSITY 
STUDY INFORMATION SHEET & INFORMNED CONSENT 
 
HEALTH CARE UTILIZATION STUDY 
 
You are invited to participate in a research study looking at the utilization of mental and 
physical health care by gay, bisexual, and other men who have sex with men.  We ask 
that you read this form and ask any questions you may have before agreeing to be in the 
study.  
 
The study is being conducted by Joseph M. Currin, MA, and colleagues at the Sexual 
Health Research Lab at Oklahoma State University.  
 
STUDY PURPOSE 
The purpose of this study is to gain insight into why gay, bisexual, and other men who 
have sex with men do (or do not) utilize mental and physical health care systems. 
 
PROCEDURES FOR THE STUDY: 
If you agree to be in the study, you will do the following things: 
 
You will be completing an online questionnaire that is estimated to take between 30-45 
minutes of your time.  Some of the questions in this study will ask about substance use 
and sexual risk taking behaviors.  As discussed in the confidentiality section below, the 
study is an anonymous questionnaire, no identifying information will be collected and the 
records of the study will be kept private.
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RISKS OF PARTICIPATION 
There are no risks that are anticipated from your participation in the study. Some of the 
questions may make you feel uncomfortable, but you are free to decline to answer any 
questions you do not wish to answer or stop participation in the study. 
 
BENEFITS OF PARTICIPATION 
The anticipated benefit of participation is to provide insight into what barriers may or 
may not exist for individuals in using mental and physical health care facilities in their 
areas and help improve access to these facilities for those that do not currently use them. 
 
CONFIDENTIALITY 
This study includes an anonymous questionnaire; as such the records of this study will be 
kept private. Any written results will discuss group findings and will not include 
information that will identify you. Research records will be stored on a password-
protected computer in a locked office and only researchers and individuals responsible 
for research oversight will have access to the records.  Data will be destroyed three years 
after the study has been completed. 
 
Note that Qualtrics has specific privacy policies of their own. If you have concerns you 
should consult this service directly. Qualtrics’ privacy statement is provided at: 
http://qualtrics.com/privacy-statement. 
 
PAYMENT 
For your participation in the study, you can choose to receive one gift certificate in the 
amount of $$$.  At the end of this survey, a link will be provided that will route you to a 
separate survey where you can then enter your email information so we can give you 
your gift certificate.  The information in the two surveys will not be able to be matched 
and your responses will still remain anonymous if you choose to receive a gift certificate.  
 
CONTACTS FOR QUESTIONS OR PROBLEMS 
For questions about the study, contact the researcher, Joseph Currin at 
joe.currin@okstate.edu , or his advisor Randolph D. Hubach, PhD, MPH at 
randolph.hubach@okstate.edu .     
 
For questions about your rights as a research participant or to discuss problems, 
complaints or concerns about a research study, or to obtain information, or offer input, 
contact the IRB Office at 223 Scott Hall, Stillwater, OK 74078, 405-744-3377 or 
irb@okstate.edu 
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VOLUNTARY NATURE OF STUDY 
Taking part in this study is voluntary.  You may choose not to take part or may leave the 
study at any time.  Leaving the study will not result in any penalty or loss of benefits to 
which you are entitled.  Your decision whether or not to participate in this study will not 
affect your current or future relations with Oklahoma State University. 
 
CONSENT DOCUMENTATION: 
I have been fully informed about the procedures listed here. I am aware of what I will be 
asked to do and of the benefits of my participation. I also understand the following 
statements:  
 
I affirm that I am 18 years of age or older.  
 
 YES 
 NO  
 
I have read and fully understand this consent form. I hereby give permission for my 
participation in this study.  
 
 YES 
 NO  
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APPENDIX C 
STUDY MEASURES 
 
Demographic Questionnaire 
1.  How old are you? 
### 
 
2.  What is your date of birth? 
mm/dd/yyyy 
 
3.  What is your primary race or ethnic identification?  (Select one) 
0 =  Black/African American 
1 = Hispanic/Latino 
2 = White, not of Hispanic origin 
3 = Asian/Pacific Islander 
4 = American Indian/Alaskan 
5 = Another Race/Ethnicity 
6 = Biracial/Multiracial 
98 = Refuse to answer 
 
4.  What is the highest level of education you have completed? (Select one) 
0 = no formal education 
1 = Did not graduate from High School or earn a GED 
2 = High School Graduate or GED 
3 = Some College/AA degree/Technical School Training 
4 = College Graduate (BA/BS) 
5 = Some graduate school 
6 = Master’s Degree 
7 = Doctorate/Medical/Law Degree 
98 = Refuse to answer 
 
5.  Are you: (Select one) 
1 = Male 
2 = Female
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3 = Transgender (Male to Female) 
4 = Transgender (Female to Male) 
 
6.  Do you have a penis? 
Yes/no 
 
7.  During the last 12 months, what was your total personal income from all sources? 
(Select one) 
1 = $10,000 or less 
2 = $10,001 to $20,000 
3 = $20,001 to $40,000 
4 = $40,001 to $60,000 
5 = $60,001 to $80,000 
6 = Over $80,000 
98 = Refuse to Answer 
 
8.  Describe your relationship status (Select one). 
1 = Single/never married/Never in a long term committed relationship 
2 = In a committed relationship (not married and not living together) 
3 = In a domestic relationship (living with committed partner) 
4 = Married to a Man 
5 = Married to a Woman 
6 = Separated 
7 = Divorced 
8 = Widowed 
99 = Other 
98 = Refuse to answer 
 
8a.  (If answer to 8 = 2, 3, 4, 5)  How long have you been in the relationship? 
1 = less than 6 months 
2 = more than six months to 1 year 
3 = more than 1 year to 3 years 
4 = more than 3 years to 10 years 
5 = more than 10 years 
 
9.  Do you have sex with men? 
Yes/no 
 
9a.  (If answer to 9 = yes)  Do you sexually identify as a 
1 = Top (penetrative partner) 
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2 = Versatile (penetrative and receptive partner) 
3 = Bottom (receptive partner) 
97 = Not Sure 
98 = Refuse to Answer 
 
10.  Do you have sex with women? 
Yes/No 
 
11.  What is your zip code? 
##### 
 
12.  What COUNTY do you live in?  (ex:  STILLWATER is in PAYNE county) 
(provide list of all counties in Oklahoma) 
97 = Not sure 
98 = Refuse to answer 
 
13.  What is your current HIV status? 
0 = Negative 
1 = Positive 
97 = Don’t Know 
98 = Refuse to Answer 
 
13.  Have you been told by a health care provider in the past TWO YEARS you had any 
of the following? 
1 = Syphilis 
2 = Gonorreha 
3 = HPV/Genital Warts  
4 = Genital Herpes 
5 = Trichomoniasis 
6 = Hepatitis C 
97 = Don’t Know 
98 = Refuse to Answer 
 
14.  Have you been told by a mental health care professional in the past TWO YEARS 
you had any of the following? 
1 = Major Depressive Disorder/Depression 
2 = Generalized Anxiety Disorder (GAD) 
3 = Post Traumatic Stress Disorder (PTSD) 
4 = Adjustment Disorder 
5 = ADHD 
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6 = Bipolar Disorder (I or II) 
7 = A Personality Disorder (any) 
8 = Any Eating Disorder 
97 = Other Disorder 
98 = Refuse to Answer 
 
15.  Do you currently have insurance (non-VA)? 
a.  yes, through my place of employment 
b.  yes, through the Affordable Care Act (Obamacare) 
c.  yes, purchased separately from my employer and not from the affordable care act 
d.  no 
 
16.  Do you have coverage from the Veteran’s Health Administration, commonly called 
the VA or VHA? 
a. yes 
b. no 
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Dependent Variable (Health Care Usage) 
 
1.  In the past 12 months, have you used any of the following services? (check all that 
apply) 
A.  general outpatient medical care 
B.  specialty outpatient medical care 
C.  emergency room 
D.  inpatient medical care 
E.  vision care 
F.  dental care 
G.  individual counseling 
H.  group counseling 
I.  individual substance use treatment 
J.  group substance use treatment 
K.  inpatient psychiatric care 
L.  vocational rehabilitation 
M.  social work 
N.  clergy/chaplain services 
O.  other services 
 
For each service that is not checked, the participant will be asked if the reason the service 
was not accessed was due his sexual orientation or sexual behaviors. 
For each service that is checked, the participant will be asked the following question: 
Have you explicitly informed the provider of your sexual orientation and/or your sexual 
behaviors? 
 
2.  In your life, have you used any of the following services? (check all that apply) 
A.  general outpatient medical care 
B.  specialty outpatient medical care 
C.  emergency room 
D.  inpatient medical care 
E.  vision care 
F.  dental care 
G.  individual counseling 
H.  group counseling 
I.  individual substance use treatment 
J.  group substance use treatment 
K.  inpatient psychiatric care 
L.  vocational rehabilitation 
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M.  social work 
N.  clergy/chaplain services 
O.  other services 
 
For each service that is not checked, the participant will be asked if the reason the service 
was not accessed was due his sexual orientation or sexual behaviors. 
For each service that is checked, the participant will be asked the following question: 
Have you explicitly informed the provider of your sexual orientation and/or your sexual 
behaviors? 
 
The Alcohol Use Disorders Identification Test (AUDIT) 
 
1.  How often do you have a drink containing alcohol? 
a. Never 
b. Monthly or less 
c. Two to four times a month 
d. Two to three times a week 
e.  Four or more times a week 
 
2.  How many drinks containing alcohol do you have on a typical day when you are 
drinking? 
a. 1 or 2 
b. 3 or 4 
c. 5 or 6 
d. 7 to 9 
e. 10 or more 
 
3.  How often do you have six or more drinks on one occasion? 
a. Never 
b. Less than Monthly 
c. Monthly 
d. Weekly 
e. Daily or Almost Daily 
 
4. How often during the last year have you found that you were not able to stop drinking 
once you had started? 
a. Never 
b. Less than Monthly 
c. Monthly 
d. Weekly 
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e. Daily or Almost Daily 
 
5. How often during the last year have you failed to do what was normally expected from 
you because of drinking? 
a. Never 
b. Less than Monthly 
c. Monthly 
d. Weekly 
e. Daily or Almost Daily 
 
6. How often during the last year have you needed a first drink in the morning to get 
yourself going after a heavy drinking session? 
a. Never 
b. Less than Monthly 
c. Monthly 
d. Weekly 
e. Daily or Almost Daily 
7. How often during the last year have you had a feeling of guilt or remorse after 
drinking? 
a. Never 
b. Less than Monthly 
c. Monthly 
d. Weekly 
e. Daily or Almost Daily 
 
8. How often during the last year have you been unable to remember what happened the 
night before because you had been drinking? 
a. Never 
b. Less than Monthly 
c. Monthly 
d. Weekly 
e. Daily or Almost Daily 
 
9. Have you or someone else been injured as a result of your drinking? 
a. No 
b. Yes, but not in the last year 
c. Yes, during the last year 
 
10.  Has a relative, friend, doctor, or other health care worker been concerned about your 
drinking or suggested you cut down? 
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a. No 
b. Yes, but not in the last year 
c. Yes, during the last year 
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The Drug Abuse Screening Test (DAST-10) 
 
The following questions refer to the past 12 months: 
1.  Have you used drugs other than those required for medical 
reasons? 
Yes No 
2.  Do you abuse more than one drug at a time? Yes No 
3.  Are you always able to stop using drugs when you want to? (If 
never used drugs, answer YES) 
Yes No 
4.  Have you had “blackouts” or “flashbacks” as a result of drug 
use? 
Yes No 
5.  Do you ever feel bad or guilty about your drug use? (If never 
used drugs, answer NO) 
Yes No 
6.  Does your spouse (or parents) ever complain about your 
involvement with drugs? 
Yes No 
7.  Have you neglected your family because of your drugs? Yes No 
8.  Have you engaged in illegal activities in order to obtain drugs? Yes No 
9.  Have you ever experienced withdrawal symptoms (felt sick) 
when you stopped taking drugs? 
Yes No 
10.  Have you had medical problems as a result of your drug use 
(e.g., memory loss, hepatitis, convulsions, bleeding, etc.)? 
Yes No 
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Sexual Orienations & Behaviors (MDA) 
 
1.  Select from the following list the term that best describes your sexual orientation: 
a. Heterosexual 
b. Mostly Heterosexual 
c. Bisexual 
d. Mostly Gay 
e. Gay 
 
2.  How sexually attracted are you to men? 
1. Not at all 
2 
3 
4 
5 
6 
7 Very Much 
 
3.  How sexually attracted are you to women? 
1. Not at all 
2 
3 
4 
5 
6 
7 Very Much 
 
4. What is the total number of male sexual partners you have had?  (A sexual partner is 
defined as someone with whom you have had any penile-vaginal penetration, oral sex, 
anal sex, and/or mutual masturbation) 
 
5. What is the total number of female sexual partners you have had?  (A sexual partner is 
defined as someone with whom you have had any penile-vaginal penetration, oral sex, 
anal sex, and/or mutual masturbation)
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Post-Traumatic Stress Disorder Checklist – 5 (PCL-5) 
 
In the past month, how much were you 
bothered by:  
Not  
at 
all  
A 
little  
bit  
Moderately  Quite  
a bit  
Extremely  
1. Repeated, disturbing, and unwanted 
memories of the stressful experience?  
 
0  1  2  3  4  
2. Repeated, disturbing dreams of the 
stressful experience?  
 
0  1  2  3  4  
3. Suddenly feeling or acting as if the 
stressful experience were actually 
happening again (as if you were actually 
back there reliving it)?  
 
0  1  2  3  4  
4. Feeling very upset when something 
reminded you of the stressful experience?  
 
0  1  2  3  4  
5. Having strong physical reactions when 
something reminded you of the stressful 
experience (for example, heart pounding, 
trouble breathing, sweating)?  
 
0  1  2  3  4  
6. Avoiding memories, thoughts, or 
feelings related to the stressful 
experience?  
 
0  1  2  3  4  
7. Avoiding external reminders of the 
stressful experience (for example, people, 
places, conversations, activities, objects, 
or situations)?  
 
0  1  2  3  4  
0  1  2  3  4  
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8. Trouble remembering important parts 
of the stressful experience?  
 
9. Having strong negative beliefs about 
yourself, other people, or the world (for 
example, having thoughts such as: I am 
bad, there is something seriously wrong 
with me, no one can be trusted, the world 
is completely dangerous)?  
 
0  1  2  3  4  
10. Blaming yourself or someone else for 
the stressful experience or what happened 
after it?  
 
0  1  2  3  4  
11. Having strong negative feelings such 
as fear, horror, anger, guilt, or shame?  
 
0  1  2  3  4  
12. Loss of interest in activities that you 
used to enjoy?  
 
0  1  2  3  4  
13. Feeling distant or cut off from other 
people?  
 
0  1  2  3  4  
14. Trouble experiencing positive feelings 
(for example, being unable to feel 
happiness or have loving feelings for 
people close to you)?  
 
0  1  2  3  4  
15. Irritable behavior, angry outbursts, or 
acting aggressively?  
 
0  1  2  3  4  
16. Taking too many risks or doing things 
that could cause you harm?  
 
0  1  2  3  4  
17. Being “superalert” or watchful or on 
0  1  2  3  4  
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guard?  
 
18. Feeling jumpy or easily startled?  
 
0  1  2  3  4  
19. Having difficulty concentrating?  
 
0  1  2  3  4  
20. Trouble falling or staying asleep?  
 
0  1  2  3  4  
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Nebraska Outness Scale (NOS) 
 
NOS-Disclosure:  What percent of the people in this group do you think are aware of 
your sexual orientation (meaning they are aware of whether you consider yourself 
straight, gay, etc.)? 
 0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
Members of your immediate 
family (e.g.,  parents, 
siblings) 
           
Members of your extended 
family 
           
People you socialize with 
(e.g.,  friends, acquaintances)  
           
People at your work/school 
(e.g.,  coworkers, supervisors, 
instructors, students) 
           
Strangers (e.g.,  someone you 
have a casual conversation 
with in line at the store) 
           
Mental Health 
Professionals/Counselors/ 
Therapists 
           
Medical Providers/Doctors            
 
NOS – Concealment:  How often do you avoid talking about topics related to or 
otherwise indicating your sexual orientation (e.g., not talking about your significant 
other, changing your mannerisms) when interacting with members of these groups? 
 Never     Half 
the 
Time 
    Always 
Members of your immediate 
family (e.g.,  parents, 
siblings) 
           
Members of your extended 
family 
           
People you socialize with 
(e.g.,  friends, acquaintances)  
           
People at your work/school            
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(e.g.,  coworkers, supervisors, 
instructors, students) 
Strangers (e.g.,  someone you 
have a casual conversation 
with in line at the store) 
           
Mental Health 
Professionals/Counselors/ 
Therapists 
           
Medical Providers/Doctors            
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Center for Epidemiologic Studies Depression Scale – Revised (CESD-R) 
 
Below is a list of the ways you might have felt or behaved.  Please circle the boxes to tell 
me how often you have felt this way in the past week or so. 
 Not at all 
or less 
than 1 
day 
1-2 days 3-4 days 5-7 days Nearly 
every day 
for 2 
weeks 
My appetite was poor.  0  1  2  3  4  
I could not shake off the blues.  0  1  2  3  4  
I had trouble keeping my mind on 
what I was doing.  
0  1  2  3  4  
I felt depressed.  0  1  2  3  4  
My sleep was restless.  0  1  2  3  4  
I felt sad.  0  1  2  3  4  
I could not get going.  0  1  2  3  4  
Nothing made me happy.  0  1  2  3  4  
I felt like a bad person.  0  1  2  3  4  
I lost interest in my usual 
activities.  
0  1  2  3  4  
I slept much more than usual.  0  1  2  3  4  
I felt like I was moving too 
slowly.  
0  1  2  3  4  
I felt fidgety.  0  1  2  3  4  
I wished I were dead.  0  1  2  3  4  
I wanted to hurt myself.  0  1  2  3  4  
I was tired all the time.  0  1  2  3  4  
I did not like myself.  0  1  2  3  4  
I lost a lot of weight without 
trying to.  
0  1  2  3  4  
I had a lot of trouble getting to 
sleep.  
0  1  2  3  4  
I could not focus on the important 
things.  
0  1  2  3  4  
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Relational Health Indices – Community Subscale (RHI-C) 
 
The following questions pertain to your LGBT/Ally community. Please indicate the 
number that best applies to your relationship with or involvement in this community.   
 
1. I feel a sense of belonging to this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
2. I feel better about myself after my interactions with this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
 
3. If members of this community know something is bothering me, they ask me about it. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
4. Members of this community are not free to just be themselves. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
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5. I feel understood by members of this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
 
6. I feel mobilized to personal action after meetings within this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
7. There are parts of myself I feel I must hide from this community.  
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
8. It seems as if people in this community really like me as a person. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
9. There is a lot of backbiting and gossiping in this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
101 
 
 
10. Members of this community are very competitive with each other. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
11. I have a greater sense of self-worth through my connection with this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
12. My connections with this community are so inspiring that they motivate me to pursue 
relationships with other people outside this community. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
13. This community has shaped my identity in many ways. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
5  Always 
 
14. This community provides me with emotional support. 
 
1  Never 
2  Seldom 
3  Sometimes 
4  Often 
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5  Always 
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The Gay-Related Rejection Sensitivity Scale (GRRSS) 
 
1.  You bring a male partner to a family reunion. Two of your old-fashioned aunts don’t 
come talk to you even though they see you. 
How concerned or anxious would you be that they don’t talk to you because of your 
sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they didn’t talk to you because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
2.  A 3-year old child of a distant relative is crawling on your lap. His mom comes to take 
him away. 
How concerned or anxious would you be that she took the child from you because of 
your sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that she took the child from you because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
3.  You’ve been dating someone for a few years now, and you receive a wedding 
invitation to a straight friend’s wedding.  The invite was addressed only to you, not you 
and a guest. 
How concerned or anxious would you be that they only invited you and not a guest 
because of your sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they only invited you and not a guest because of your sexual 
orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
4.  You go to a job interview and the interviewer asks if you are married.  You say that 
you and your partner have been together for 5 years.  You later find out that you don’t get 
the job. 
How concerned or anxious would you be that you didn’t get the job because of your 
sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they didn’t hire you because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
5.  You are going to have surgery, and the doctor tells you that he would like to give you 
an HIV test. 
104 
 
How concerned or anxious would you be that the doctor asked for an HIV test because of 
your sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that the doctor asked for an HIV test because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
6.  You go to donate blood and the person who is supposed to draw your blood turns to 
her co-worker and says, “Why don’t you take this one?” 
How concerned or anxious would you be that she asked her co-worker to do the blood 
draw because of your sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it she asked her co-worker to do the blood draw because of your sexual 
orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
7.  You go get an STD checkup, and the man taking your sexual history is rude towards 
you. 
How concerned or anxious would you be that he was rude to you because of your sexual 
orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that he was rude to you because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
8.  You bring a guy you are dating to a fancy restaurant of straight patrons, and you are 
seated away from everyone else in a back corner of the restaurant. 
How concerned or anxious would you be that you were seated away from everyone else 
because of your sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that that you were seated away from everyone else because of your 
sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
9.  Only you and a group of macho men are on a subway train late at night.  They look in 
your direction and laugh. 
How concerned or anxious would you be that they laughed at you because of your sexual 
orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they they laughed at you because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
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10.  You and your partner are on a road trip and decide to check into a hotel in a rural 
town.  The sign out front says there are vacancies.  The two of you go inside, and the 
woman at the front desk says that there are no rooms left. 
How concerned or anxious would you be that the desk clerk said there were no rooms left 
because of your sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that the desk clerk said there were no rooms left because of your sexual 
orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
11.  You go to a party and you and your partner are the only gay people there.  No one 
seems interested in talking to you. 
How concerned or anxious would you be that they don’t talk to you because of your 
sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they didn’t talk to you because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
12.  You are in the locker room in a straight gym.  One guy nearby moves to another area 
to change clothes. 
How concerned or anxious would you be that he moved to another area because of your 
sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that he moved to another area because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
13.  Some straight colleagues are talking about baseball.  You force yourself to join the 
conversation, and they dismiss your input. 
How concerned or anxious would you be that they dismissed your input because of your 
sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they dismissed your input because of your sexual orientation? 
1 – very unlikely   2   3   4   5   6   7 – very likely 
 
14.  Your colleagues are celebrating a co-worker’s birthday at a restaurant.  You are not 
invited. 
How concerned or anxious would you be that they didn’t invite you because of your 
sexual orientation? 
1 – unconcerned   2   3   4   5   6   7 – very concerned 
How likely is it that they didn’t invite you because of your sexual orientation? 
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1 – very unlikely   2   3   4   5   6   7 – very likely 
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National Survey of Sexual Health Behaviors (NSSHB) 
 
This measure is a proprietary measure and therefore not provided in this appendix. 
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APPENDIX D 
 
DEBRIEFING STATEMENT 
 
Debriefing Statement 
 
Thank you for participating in this research. In the study, the researcher studied different 
barriers to accessing health care faced by gay, bisexual, and other men who have sex with 
men residing in rural areas.  If you would like a copy of the results of the study, please 
contact the researcher and arrangements will be made.  
 
Researcher: Joseph M. Currin, M.A. 
School of Applied Health and Educational Psychology 
Oklahoma State University  
434 Willard Hall 
Stillwater, OK 74078 
Email: joe.currin@okstate.edu 
 
Advisor: Randolph D. Hubach, PhD, MPH 
School of Applied Health and Educational Psychology 
Oklahoma State University  
434 Willard Hall 
Stillwater, OK 74078 
Email: randolph.hubach@okstate.edu 
 
If you have questions about your rights as a research volunteer, you may contact the 
Oklahoma State University Institutional Review Board (IRB) Chair.  
 
IRB Chair: Hugh C. Crethar, Ph.D.  
Oklahoma State University  
434 Willard Hall 
Stillwater, OK 74078, 
Email: irb@okstate.edu 
 
 
Thank you for participating. 
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